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 ABSTRACT 
BACKGROUND 
Dermatological manifestations during the childhood period include a variety of 
infectious and non infectious diseases. There is variation in the pattern of 
dermatoses, with eczemas being the most common skin disorder in developed 
countries and infections and infestations in the developing countries.In order to 
monitor the pattern of skin problems in the children and to understand the 
relationship epidemiologic data is a necessary. 
The pattern of all diseases in paediatric age group vary from one country to another 
and within the same country from one state to another due to various climatic, 
cultural and socio-economic factors. The infants are mostly confined to their 
household, while preschool children aged one to five years are exposed to their 
neighborhood. A quantity of kids who are admitted to the kinder garden school will 
have transformed pattern of dermatosis, so it can be said that the period of childhood 
is also one of the surrogate marker for environmental risks.(9) Skin manifestations are 
more common in children than adults. 
There exist a very limited studies that have been done in South Tamil Nadu, in 
which the preschool children have been evaluated for skin disorders . 
The State of Tamilnadu, especially the area around this medical college has a huge 
number of children that belong to the pre - school age group. In view of all this we 
at the medical college decided to study that was titled as “Clinico-epidemiological 
profile of dermatological manifestations in preschool going children in a tertiary 
 health care centre” with the aim to learn the clinical and the epidemiological pattern 
of skin manifestations in preschool going children. 
MATERIALS AND METHODS 
The study was a cross sectional study that was done at the Dermatology 
Venereology and Leprosy Department and Paediatrics Department at the  Sree 
Mookambika Institute of Medical Sciences, Kulasekharam  for a time duration of 18 
months between the months January 2017 – May 2018 on 143 children who were in 
the preschool age group  who served as a single group. The patients were chosen 
based on a pre - defined criteria. The study was started after the institutions ethical 
clearance committee gave ethical clearance to the study. Those who met the criteria 
were chosen and their legal guardian who accompanied them were given a through 
information regarding the study and the data that was to be collected .Those cases 
whose patient parents/guardians were willing to give the informed consent to 
participate in the study and the data to be collected were enrolled in the study . 
RESULTS AND OBSERVATIONS 
We studied 82 males and 61 females. In all the age groups males dominated females. 
Male to female ratio was 1.34: 1. Genitalia was the most commonly involved site in 25 
cases accounting for 17.48 % followed by face in 24 cases accounting for 16.76 %, then 
comes the trunk in 13 cases accounting for 9.1 %. In the socioeconomic status (KSES) 
distribution we found that  lower middle class accounted for most of the cases 61 
(42.65 %), followed by Upper lower  class with 48 cases accounting for 33.56 % of 
the study . Rural patients comprised 99 cases (69.2 %) and the Urban patients 
comprised 44 cases (30.8%). Acquired inflammatory skin conditions were highest in 
 account with 58 cases in which diaper rash and Pityriasis alba were seen maximum 
with 13 cases each (9 percent). This conditions present maximum in 3rd year of age 
with 19 cases (13.28%) The total bacterial infections were seen 27 cases (18.88 percent), 
on evaluation of the type of infection 17 cases (11.88) were impetigo, 3 years had the 
maximum infections 10 cases (6.99 percent). Total fungal infections were seen in 23 cases 
(16.08 %), on evaluating the type of infections 12 cases (8.4 %) were candidal intertrigo, 3 
and 4 years of age had the maximum number of cases with 7 cases and 5 cases respectively . 
Total  parasitic  infections were 5 cases  (3.49 %), on evaluation of the type of 
infections all 5 cases were of scabies, 4 years had the maximum infestation by 
scabies i.e. 3 cases (2.1  %) . Physiological skin disorders were exclusively seen in 
less than a year of age, with maximum being erythema toxicum neonatorum which 
is seen in 2 cases (3.5 %). Among developmental skin disorders, 3 cases (2.09%) of 
congenital melanocytic nevus, 3 cases (2.09%) of nevus depigmentosus, 1 case 
(0.69%) of infantile hemangioma,1 case (0.69%) of icthyosis were present. 
CONCLUSION 
In the present study the following conclusions were observed:- 
Physiological and developmental skin disorders were more common in newborns 
and infants and these are transient, self -limiting and do not require any form of  
treatment.  According to Kuppuswamy’s  classification of SES the skin diseases 
were more common in low socioeconomic status. Hence measures can be taken for 
overall improvement of education, job opportunities and socioeconomic status in  
rural areas so that there can be an improvement in the per capita income. 
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INTRODUCTION 
Dermatological manifestations during the childhood period include a variety 
of infectious and non infectious diseases (1). There is variation in the pattern of 
dermatoses, with eczemas being the most common skin disorder in developed 
countries and infections and infestations in the developing countries ( 2- 4 ). As more 
cases of malnutrition are found in developing countries, pediatric healthcare workers 
encountered different patterns of dermatoses in different geographical areas. 
 In order to monitor the pattern of skin problems in the children and to 
understand the relationship of skin diseases and various parameters such as age, 
gender, socioeconomic status etc, there is necessity of epidemiologic data (4). The 
epidemiologic data also assist to serve as a root for framing health care programs by 
health care professionals in the primary health care with the intention to decrease 
long-term morbidity and socioeconomic brunt associated with diseases (5).  
One encounters dermatological disorders in children frequently but this varies 
between different child age groups (6). Another important demographic point is that, 
most of the skin diseases occur commonly in the preschool age group between the age 
of 1–5 years. (7) Status of health, environmental cleanliness and personal hygiene of a 
society can be judged from the prevalence of certain skin diseases of the children in 
the community. (8, 9) 
The pattern of skin disease depends upon various aspects such as poverty, 
malnutrition, overcrowding, poor hygiene, illiteracy, and social backwardness in 
many parts of India.(7) Various physiological and pathological dermatoses are 
encountered in preschool age group. 
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 Some age-related development periods and examples of defined intervals are 
as follows (4-5):- 
TABLE 1: AGE-RELATED DEVELOPMENT PERIODS 
 AGE 
NEWBORN 0 – 4 WEEKS 
INFANT 4 WEEKS – 1 YEAR 
TODDLER 1-3 YEARS 
PRESCHOOLER 3-5 YEARS 
SCIENTIFIC JUSTIFICATION OF THE STUDY: 
 The pattern of all diseases in paediatric age group vary from one country to 
another and within the same country from one state to another due to various climatic, 
cultural and socio-economic factors.(8) The infants are mostly confined to their 
household, while preschool children between one to five years are exposed to their 
neighbourhood.  A quantity of kids who are admitted to the kinder garden school will 
have transformed pattern of dermatoses, so it can be said that the period of childhood 
is one of the surrogate marker for environmental risks.(9)  
Skin manifestations are more common in children than adults. But there exist a 
very limited studies that have been done in south Tamil Nadu, in which the preschool 
children have been evaluated for skin disorders (9). 
 In a country like India, the population of preschool age group children are 
higher. In view of all this we at the medical college decided to study the “Clinico-
epidemiological profile of dermatological manifestations in preschool going children 
in a tertiary health care centre” with the objectives to learn the clinical and the 
epidemiological pattern of skin manifestations in preschool going children.
Aims and Objectives 
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AIMS AND OBJECTIVES 
The aims and the objectives of the present study were as follows:-  
The primary objectives are:- 
• To study the clinical and the epidemiological pattern of dermatological 
manifestations in preschool going children in a tertiary health care centre in 
southern most part of India. 
The secondary objectives were as follows:- 
• To find out correlation between age group and gender with dermatological 
disease pattern. 
• To find out the association between socioeconomic status and various 
dermatological diseases. 
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REVIEW OF LITERATURE 
Skin and disease - the hiding truth  
One of the famous saying goes, “To take care of a child is not a child’s play” 
indicating the gravity of the situation.  
The skin is considered as the largest organ of the human body. (10) The skin 
being such a large organ is more susceptible to various diseases (10). It has to be kept in 
mind that; like any other organ, the skin is also  immature in the childhood and hence 
is prone for various pathologies10. These diseases are quite different from those found 
in adulthood.  
A Child’s childhood is considered as the most memorable period for the 
parents(12). A child’s childhood period is full of naughty play, enthusiasm and 
stubbornness. As they are unaware of the benefits and pitfalls of the play these 
children are the ones who are prone for a variety of skin infections as a result of one 
or a combination of the following (4,13, 14 ) . 
1) The immunity status of the children:- 
Due to first time exposure of a child to various natural, ecological or 
sociological factors for example pollutants, contaminants, allergens they are more 
susceptible to diseases than adults because child’s skin defers from adult’s skin in 
various ways.  
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2) Exposure to unhygienic conditions : 
From the preschool age, children are more socially dynamic by having to go to 
playing zones like the play areas, amusement parks and playing with pets. Such 
characteristics and mannerisms along with the presence of unhygienic environmental 
conditions make them more prone to various skin and systemic diseases for instance 
tinea corporis, scabies, etc. 
3) Exposure to Contact allergens and ingestion of non nutritional substances: 
As children are not aware of the pros and cons of their situation, they develop 
unhealthy food habits and picas which are harmful to them. In these situations, the 
children sought to ingestion of non nutritional foods or unknowingly get in contact 
with paint of the toys and contaminated soil which also has adverse effects on the 
body like contact dermatitis, fungal infections.  
4) Exposure to social areas prone to communicable diseases : 
In those areas where there are many people like, public areas and playschools 
that tend to come short on hygienic norms and regulations; as they are frequently 
visited by wide variety of socio-demographic groups . This make those children who 
spend a lot of time in these areas more prone for the environment related adverse 
effects including increased susceptibility to certain dermatological diseases.  
5) Children in general and those who are physically and mentally disabled: 
These special group of children are often neglected and as a result of this 
along with a combination of their habitual actions are at higher risk of communicable 
diseases.  
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• These children often get very less care leading to variety of skin infections and 
late presentations.  
• The parents of some of these children belonging to low socio-economic status 
further contribute to the etiology of the disease, as they seek medical help in the 
late stages due to financial problems.  
• These children often have an improper upbringing further contributing to the 
disease. 
• Above all, parents of those children especially who are with intellectual 
disabilities are unaware of the disease condition. 
6) Various manifestations of systemic diseases in children : 
Systemic diseases are often associated with variety of skin manifestations. 
Certain manifestations can be a marker of particular systemic disease such as drug 
reaction, viral examthems or collagen vascular disorders. 
7) Hereditary skin disorders : 
Those diseases affecting mainly skin and its appendages due to single gene 
mutations are said to be genetic skin disorders or genodermatoses such as 
epidermolysis bullosa, neurofibromatosis. 
8) Congenital dermatological malformation : 
The defects that are present at the time of birth are considered to be congenital 
in nature. These malformations can be present in different parts of the body. 
Developmental abnormality can be a result of exposure of the fetus to infections or 
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offending drug or due to unknown etiology during the time of intra uterine life like 
TORCH infections. Some of the congenital skin disorders are as follows: Ichthyosis, 
Aplasia cutis, nevi and the infantile hemangioma. 
9) Emergency skin disorders : 
 Skin disorders in an emergency setting have not got enough attention due to 
the fact that skin specialty is considered basically as a OPD specialty. Inspite of this 
fact there are a variety of pathologic conditions that constitute dermatological 
emergencies like angioneuritic oedema, TEN, SSSS, acute urticaria, severe insect bite 
reaction due to wasp bite, and ant bite etc.(15). 
The etiologies of pediatric emergencies are either of the following or rarely a 
combination of the following  
• Immunologic  
• Part of a systemic disorder  
• Drug eruption 
The Parents oversight favoring morbidity of skin diseases in children in the 
following ways:-  
• Inadequate care to the child due to lack of knowledge of the parents with 
respect to the skin care leading to an increase dermatological diseases.  
• Parents upbringing their children, in an unhygienic environment. 
• Prolonged duration of diaper use, not changing diapers at regular intervals and 
not cleaning following the diaper removal. 
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• Those babies who are looked after by the babysitters who do not attend them 
with proper care. 
• The children not being grown in a suitable environment and temperature 
conditions. 
• Usage of various powders and creams which contains harmful chemicals by 
over enthusiastic parents. 
• Due to parent’s lack of knowledge, child is being grown up in poor 
environmental conditions (extremes of hot and humid climate, poorly 
ventilated places) which will predispose to inhalational and skin problems. 
As children encounter many diseases ,in which skin diseases are most frequent 
with a variety of patterns that are affected by many factors. At times pediatric diseases 
also present to the emergency department which may be as a result of systemic 
diseases, drug allergy or a manifestation of widespread infection (15, 16) 
The Functions of the Skin 
The functions of the skin are many, to name a few :- (17, 18) 
1. Protection of the underlying structures. 
2. Body temperature regulation. 
3. Providing immunity to the body. 
4. Regulation of water loss by acting as a barrier. 
5. Elimination of waste and toxic substances in the form of sweat. 
6. Sensation perception to keep away from danger. 
All these are affected when the skin is damaged. 
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The Skin Parts 
 The skin parts are as follows :- (19) 
• The epidermis which is the outermost  
• The dermis , made up of connective tissue, hair follicles, and sweat glands. 
• The hypodermis , made of fat and connective tissue. 
 
FIGURE 1: THE ANATOMY OF SKIN 
The difference between the child skin and adult is as follows (20):- 
1. The skin thickness of the child is lesser than that of an adult. 
2. The skin of the child has less glands and the secretions are also lesser than an 
adult. 
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3. The skin of the child has a higher sensitivity to the environmental allergens 
than adult. 
4. The skin of the child has a lesser contact allergen reactivity than an adult. 
5. The skin of the child has a higher percutaneous permeability than an adult. 
6. The presence of metabolic diseases such as obesity has influence on 
susceptibility of skin infections. 
There are a variety of skin manifestations in childhood that can be grouped as below 
(21):- 
1. Transient Skin Disease or Neonatal Skin Disease (Physiological skin disorders) 
2. Acquired skin disorders 
a. Inflammatory skin conditions 
b. Infections  
i. Viral infections 
ii. Bacterial infections 
iii. Fungal infections 
iv. Parasitic 
3. Developmental skin disorders 
4. Iatrogenic skin disorders 
Here below, we describe a few common diseases that are common in our set 
up: 
ATOPIC DERMATITIS  
Atopic dermatitis is one of the inflammatory disorders of the skin that runs 
through chronic course and is found in approximately 20 percent of the children who 
belong to the school age group. Atopic dermatitis is a disease that can leave a child 
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crippled hence the management at times includes the use of immuno suppressive 
therapy, so that the quality of life in these children can be improved. (22) 
 Over ninety 90 percent of the atopic eczema patients develops the disease 
within 5 years of age. 
 The factors that are implicated in the disease that act as points of trigger are as 
follows: (22) 
A) Genetic tendencies: The disease is linked to a family background in about seventy 
percent of the cases. 
B) The immunity and its related factors displays elevation of the serum levels of 
immunoglobins especially Ig E levels is seen (23). 
C ) Behavioral and Psycho- social Factors: 
Those with atopy, when facing stressful situations in life, tend to scratch 
which with time becomes habitual and then becomes an automatic reflex. 
D) Irritants and Allergens: Unhygienic practices, usage of detergents or due to dust 
and mites. 
Eczema is a disease that has a significant morbidity affecting children 
especially less than 5 years of age accounting for 12-15 percent of diseases during this 
period (24)  
 The disease condition is further worsened by these above mentioned factors. 
(24, 25) 
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 Atopic Dermatitis is characterized by dry and itchy skin which breaks down 
and can be presented as either  macular,  papular,  papulovesicular, lichenification and 
excoriation or infected by staphylococcus aureus like organisms. The lesions are 
mostly erythematous, scaly ,dry and itchy. (26)  
.  
FIGURE 2: ATOPIC ECZEMA 
MILIARIA  
This disease has a variety of terms like miliaria rubra, sweat rash, heat boils or 
rash, prickly heat disease. 
 Based on the sweat duct involvement there are four types of prickly heat 
disease. They are as follows [28). 
• Miliaria Crystallina [29]. 
• Miliaria Rubra  
• Miliaria Profunda [30, 31]. 
• Miliaria Pustulosa [29]. 
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Etiology of Miliaria: 
Miliaria rubra occurs when there is extended exposure to sweat; which in turn 
causes occlusion of the ducts of the sweat gland. [27]. 
Miliaria affects one third of the population who are exposed to hot and humid 
climates. 
Clinical features Miliaria:  
The symptoms of miliaria rubra include red colored papules, pruritus, and pins 
and needles sensation. 
The sites that are commonly affected by miliara are the face, cervical region, 
sub mammary areas, scrotum, and skin folds. The complication that frequently takes 
place in miliaria rubra are pustular lesions or secondary infections by bacteria. (30) 
 
FIGURE 3: MILIARIA CRYSTALLINA 
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FIGURE 4: MILIARIA RUBRA 
 
FIGURE 5: MILIARIA PROFUNDA 
 
FIGURE 6: MILIARIA PUSTULOSA 
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NEVUS DEPIGMENTOSUS  
Nevus depigmentosus is a one of the congenital skin lesions that is a non 
progressive condition defined by hypopigmented spots on the skin that are seen along 
the  lines of Blaschko. (32, 33) This condition usually has a segmental and an unilateral 
distribution. This pigmentary disorder is commonly seen prior to the age of 3 years. 
(34-37)  
 
FIGURE 7 : NEVUS DEPIGMENTOSUS 
MONGOLIAN SPOT 
Congenital dermal melanocytosis first described by Erwin commonly referred 
to as the Mongolian spot is a benign and birthmark that is seen at birth which has a 
regular shape and a wavy borders .It is a temporary condition and this patch usually 
disappears at the age of three to five years. The lesions are seen most often in the 
lumbosacral region and in the gluteal region.(35-37) 
Review of Literature 
 
 16 
 
 
FIGURE 8 : MONGOLIAN SPOT 
CONGENITAL MELANOCYTIC NEVUS  
The congenital melanocytic nevus is one of the rarely found melanocytic 
nevus in children at the time of birth, that occurs in 1% of infants globally, most often 
located in the region of the head and neck. (35-37) 
 
FIGURE 9 : CONGENITAL MELANOCYTIC NEVUS 
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INFANTILE HEMANGIOMA  
Infantile hemangiomas are considered to be benign tumors of the vascular 
system that are seen at birth. (38, 39) 
Etio-pathogenesis  
• The pathogenic mechanisms that are implicated in infantile hemangiomas are 
the excessive production of growth factors like the FGF and VEGF that cause 
hyperplasia of the endothelial cell, proliferation of the smooth muscles in the 
vascular system followed by their migration. 
• Infantile hemangiomas show a male predominance with the lesion being four 
times common in the male sex. 
• These tumors have a tendency to occur in a greater frequency in those babies 
who are born prematurely. (40). 
• These lesions occur more commonly in the head and neck region followed by 
the limbs and are easily noticed ( 40 ).. 
Clinical features: 
The lesions in their early stages present as telangiectasia.  
Superficial hemangiomas are often seen as areas of well defined, bright red 
plaque or nodule that are usually situated on top of the normal skin.  
Deep hemangioma are often seen as areas of raised flesh coloured nodule with 
an overlying bluish hue or telangiectasia.  
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These lesions tend to grow rapidly during the early infancy that lasts up to one 
and a half years of age and then they often involute, a stage that extends from 2 to 6 
years of age. 
The lesions are prone for complications which include secondary infections, 
ulcerations or bleeding.[41]  
 
FIGURE 10: INFANTILE HEMANGIOMA 
CONTACT DERMATITIS  
 Contact dermatitis is defined as an inflammatory process that affects the skin 
surface and is induced by contact with substances in the surroundings which leads to 
formation of lesions in the skin and mucosa through allergic and irritant reactions. (42) 
Contact dermatitis in one of the under recognized diseases that prevail in 
children. 
The types are :- 
1. Allergic contact dermatitis and  
2. The irritant contact dermatitis  
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The substances that cause contact dermatitis in the children are either (43, 44) 
1. Irritants like chemical or physical agents that cause irritant contact dermatitis or  
2. Sensitizers that lead to tissue reaction through the allergic mechanism (45, 46)  
The skin of a child has a thinner stratum corneum when compared to the adult 
skin, and the development of the other layers of the epidermis is not complete. The 
completion takes place during the time of puberty. (45) 
The incorporation of a substance when it comes in contact with the skin is 
more in newborns and infants as the skin is thinner; higher ratio between skin surface 
area and body weight. 
 
FIGURE 11 : CONTACT DERMATITIS 
DIAPER RASH  
Diaper dermatitis often referred to as diaper rash is a condition that occurs as a 
result of irritation and inflammation that occurs due to contact with a diaper.  
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It is very important to be identified as it can lead to very serious secondary 
effects like skin maceration, skin infections. (47-49) 
 The diaper rash has a characteristic appearance and the area affected has a 
characteristic feature. Clinically seen as a red, swollen and painful skin in the region 
where the diaper is applied namely the gluteal thighs and genital region, with the 
mother saying that she finds the child uncomfortable than usual, especially when she 
changes the diaper .(47-49 ). 
 There is an amplified incidence of diaper rash in infants who had a recent 
attack of diarrhea in the preceding 48 hours, (50) 
a. Tide mark dermatitis.  
b. Tight diapers or binding lead to this condition. 
c. Diapering products that are used like the wet wipes that are composed of a 
variety of chemicals that cause diaper rash. 
The incidence of diaper rash is more in the tropical region as a result of 
increased sweating is more in these regions. 
 
FIGURE 12 : DIAPER RASH 
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In developing nations like India it is a traditional practice to use cloth as a 
nappy for infant but due to non absorption of sweat completely by cloth, the chances 
of diaper dermatitis is high(48) .  
PITYRIASIS ALBA  
The term Pityriasis literally means skin scaling and Alba means White (51). 
Pityriasis Alba is a very common dermatological illness of children. It is 
initially seen as a pink scaly patches which over time changes its appearance to a pale 
looking area on the skin, which are seen more easily in those who have dark skin and 
more marked after exposure to the sun. The cause is unknown. It is considered to be 
due to a miniature form of inflammation in the skin.  
The disease does not spread by contact, but the rash is itchy and at times is 
dry. (52-55) 
 
FIGURE 13 : PITYRIASIS ALBA 
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ERYTHEMA TOXICUM NEONATORUM  
Erythema toxicum neonatorum also referred to as the “Erythema toxicum” and 
“Toxic erythema of the newborn”. It is one of the most commonly seen rash in 
neonates. About 50 percent of the term neonates are affected. 
The disease is characterized by the presence of blotchy red spots on the 
surface of the skin with overlying white or yellow papules or pustules (56-58). The 
number of these lesions vary drastically,  from few to numerous lesions. The rash of 
erythema toxicum neonatorum usually does resolve within a few days following birth. 
(56-58) 
The lesions of Erythema toxicum neonatorum are most often seen involving 
the abdomen, gluteal region, and proximal areas of extremities. The contributory 
factors to this condition are greater gestational age, vaginal delivery, advanced age of 
mother. (56-58)  
 
FIGURE 14: ERYTHEMA TOXICUM NEONATORUM 
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POLYMORPHOUS LIGHT ERUPTION  
 PLE also identified as sun allergy or sun poisoning. It is one the most 
widespread photosensitivity disorders that is seen in children. It is seen a day or two 
following exposure to the sun. The incidence of photosensitivity disorders in the 
pediatric age group is much lesser than in adults (59, 60, and 61)... 
 The rash of PLE is termed as poly morphic as the rash can take a wide variety 
of forms and the rash varies person to person. Rarely these lesions can enlarge and 
can become crusted dry and then look like eczematous lesions. When the rash of PLE 
becomes very severe sometimes, the lesions appear like target lesions or commonly 
referred to as “bull's-eyes” mimicking the erythema multiforme lesions (59, 60, 61). 
 When the disease is wide spread and in the early stage it can be mistaken for 
miliaria or prickly heat but can be differentiated from the miliara rash as the rash of 
PLE can harden over a course of time. (59,60,61 ). 
In the Indian continent, Fitzpatrick skin types IV and V are the common types 
of skin (62).  
 
FIGURE 15: POLYMORPHOUS LIGHT ERUPTION 
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SCABIES  
Scabies is considered as a highly itchy dermatosis caused by Sarcoptes scabiei 
which is a mite. The specialty of this infestation is that it can occur in all age groups 
but found most commonly in children. It is also one of the common public health 
hazard in places where there is poverty and most commonly seen in the developing 
countries (63). 
 Scabies is also very highly contagious. Scabies has a tendency to spread from 
person to person by direct skin contact. If the linen is contaminated from infectious 
people this can be a source of transmission. Then the pregnant female mite create 
burrows in the skin and lays eggs (63).  
 Scabies is very common in children less than 6 years and above 2 years of age 
and over three fourths of the infestations of the mites are seen on the extremities, that 
is the hands and feet (64). 
 After two or three days the larvae come out and excavate new burrows, 
mature, mate, and repeat this cycle every two weeks. 
 The most common presenting lesions are papules, vesicles, pustules, and 
nodules.  
The characteristic feature of the scabies is the grayish white wavy short line 
termed as the burrow.  
The Canadian Paediatric Society and the CDC have proposed the use of 5 % 
permethrin cream as 1rst line therapy and 7% Sulfur. (64)  
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FIGURE 16: NEONATAL SCABIES AND THE CHARACTERISTIC 
BURROW  
SSSS - STAPHYLOCOCCAL SCALDED SKIN SYNDROME 
This disease is caused by a specific variety of coagulase positive 
staphylococcus aureus that produces the exfoliation or the epidermolysin toxin that is 
responsible for the splitting of the epidermis just underneath the granular cell layer (65).  
In the neonatal period the primary infection often starts within few days of 
birth in the region of the umbilical stump or in diaper region (66). 
The site in the older children is most often the face (67). 
The toxin that is produced at the site of primary infection enters the circulation 
and affects the entire skin. (65, 68) 
The first lesion is more often superficial and is crusted. Following the 
appearance of the initial lesion within a period of twenty four hours, the skin that 
surrounds the lesion becomes painful and the lesions of the disease spread rapidly to 
other regions of the body.  
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The skin is mostly tender and has a wrinkled tissue paper consistency.  
Blisters commonly occur in areas of friction, these then enlarge and break to 
produce erosions. Patients become very ill with systemic manifestation. 
 
FIGURE 17 : STAPHYLOCOCCAL SCALDED SKIN SYNDROME 
IMPETIGO  
Impetigo is derived from the Latin word Impetere when literally translated 
means “To attack” (51). 
Impetigo is considered as an infection that is highly communicable and has a 
higher prevalence in those children who are in the pres- schooled aged group and for 
this reason the diseases is sometimes referred to as the school sores (69).  
Based on the clinical morphology, the diseases can be divided into bullous and 
non-bullous forms.  
The form of bullous impetigo evolves from a small vesicle or pustule to 
progress in to a honey coloured crusted plaque (69). 
Review of Literature 
 
 27 
 
The non-bullous impetigo is often seen as flaccid bullae with moist erosion 
and surrounding erythema.  
Impetigo is also prone for complications that include osteomyelitis, septic arthritis, 
pneumonia, septicemia and glomerulonephritis. [70]  
 
FIGURE 18 : IMPETIGO 
 
FIGURE 19 :BULLOUS IMPETIGO 
MOLLUSCUM CONTAGIOSUM 
A Molluscum  contagiosum  is one of the common viral infections that are 
seen in childhood caused by a pox virus. (71, 72) This viral infection has a tendency to 
infect those children who share the same source of water for bathing and swimming. 
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It has a tendency to infect those who are a immunocompromised. “It may sometimes 
have scaring when heals, if it heals with inflammation, but most often the lesions that 
are uncomplicated and heal without scaring”. (73, 74) 
 This viral infection typically infects children but it is rare below the age of 1 
year. The year has a peak onset between the ages 2 to 5 years. 
  
FIGURE 20 : MOLLUSCUM CONTAGIOSUM 
VIRAL EXANTHEM  
The term exanthem refers to any form of eruptive skin rash which sometimes 
has an association with pyrexia with fever or the presence of systemic features. The 
etiology can range from a simple infectious pathology to a severe drug reaction.. 
• Varicella Zoster 
Chickenpox is a viral disease that is caused by a double stranded DNA virus 
known as the varicella zoster virus. (75,76) Chickenpox is a disease that is self limiting 
in nature .The disease is characterized by a constellation of the signs and symptoms 
like fever, malaise and generalized pruritic rash (77).The rash of Chickenpox is 
typically centrifugal that is it begins on face and scalp and spreads downwards to the 
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extremities. The disease more commonly involves the proximal parts. Fever persists 
along with the occurrence of new lesions with pruritus. 
The specialty of the rash is pleomorphism that is; at any given point of time 
the various stages of the lesion are seen. 
 Varicella lesions begin as macules and progress in a rapid fashion to become 
papules and then a characteristic vesicle on an irregular erythematous base , typically 
seen and referred to as the ‘dew drops on a rose petal appearance’.(78, 79) Primary 
varicella infection in children has been associated with an increased incidence of 
group A streptococcal soft tissue infections causing cellulitis, myocitis, necrotizing 
fasciitis, cutaneous gangrene referred as the varicella gangrenosa and toxic shock 
syndrome .(78, 79) 
 
FIGURE 21: VARICELLA-ZOSTER 
HAND FOOT MOUTH DISEASE 
Hand Foot Mouth Disease is an extremely transmittable infection caused by 
Coxsackie A virus and its family, that is characterized by blisters or sores in the 
mouth and rashes on the hands and feet (80). 
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FIGURE 22: HAND–FOOT–MOUTH DISEASE 
FUNGAL INFECTIONS  
Superficial Fungal skin infections (81) 
• Dermatophytosis  
• Pityriasis versicolor 
• Cutaneous candidiasis 
• Tinea infections  
 Ring worm referred medically as tinea has various names based on the site 
involved.  
Tinea versicolor 
Pityriasis versicolor is one of the commonest fungal infections of the skin 
caused by Malassezia species. (82, 83) This is a superficial infection and does not 
involve the deeper layers of the skin. The Malassezia species is a part of the normal 
skin referred to as the skin commensal (84); but under the influence of various factors 
like the environmental, genetic, and immunological factors it can change itself into 
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the pathogenic hyphal form. (82) Pityriasis versicolor have a characteristic rash that is 
well demarcated, thin, scaly plaques that can be hypopigmented, hyperpigmented, or 
erythematous. (82)  
 It is a mild chronic superficial fungal infection of the stratum corneum that is 
characterized by discoloration of skin that is patchy and scaly. The organism that is 
responsible for the disease is Malassezia fur fur also known as the pityrosporum 
which is yeast like lypophilic fungus. The main lesion is a macule that is variable in 
nature, either hypopigmented or hyperpigmented with a characteristic covering of 
branny scales. .( 83, 84)  
The upper part of the trunk is most frequently the site of involvement but the 
infection sometimes can involve other areas as a result of extension. When extension 
occurs, the other parts are also involved like the upper part of the arms, the neck and 
the abdomen. Extension to the axillae, the groins and genitalia occurs and the forearm, 
dorsal aspect of forearm and popliteal fossae are can occur in the certain situations but 
are less common (84,87).  
 
FIGURE 23 : TINEA VERSICOLOR 
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Scalp ring worm: Tinea Capitis 
Scalp ring worm referred to as the Tinea capitis exclusively seen in children 
especially between 2 and 10 years of age. The clinical features other than the red rash 
of Tinea include, itching and loss of hair (87).  
A kerion refers to a large tender lesion at the site where the ring worm started 
in the scalp as a result of hypersensitivity to the tinea; this may at times is associated 
with tender cervical lymphadenopathy (88). 
 
FIGURE 24: SCALP RING WORM - TINEA CAPITIS 
 
FIGURE 25: SCALP KERION 
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TINEA CORPORIS 
Tinea corporis affects various parts of the body and can occur in all age 
groups. (89)  
Clinically they are demonstrated as the red lesions with elevated edges which 
have a spreading tendency. 
 Venkata Subba Reddy , in their study stated that among diseases that affect 
the skin, infections and infestations were commonest and among all the dematophytic 
lesions, Tinea corporis constituted 53 percent, followed by Tinea  Cruris in 31 percent 
and scalp or Tinea capitis that was seen in 12.5 percent ( 90).  
 
FIGURE 26: TINEA CORPORIS 
PAPULOSQUAMOUS DISORDERS  
Papulosquamous disorders constitute a wide range of dermatological diseases 
in children characterized by scaly papules and plaques. In children, they range from 
inflammatory skin diseases like psoriasis, lichen planus to syphilitic skin infections; 
pigmentary disorders to disorders like parapsoriasis, dermatitis like seborrheic 
dermatitis. 
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Seborrheic dermatitis  
Seborrheic dermatitis is a type of papulosquamous disorders seen affecting 
both sexes with a male preponderance (91-93). Seborrheic dermatitis typically has an 
affection for the sebum rich areas of the skin. The disease clinically manifests with 
erythematous and greasy looking scales, that affect the regions of the scalp, face, 
chest, back and flexural areas. The organism Malassezia fur fur, a type of yeast has 
been implicated in playing a role in triggering the inflammation and hyper 
proliferative epidermal responses that lead to the manifestations. (94)  
 Infantile seborrheic dermatitis is more frequently seen in the period of first 3 
months of life. The scalp and diaper areas are the first to be involved in the diseases 
followed by face, forehead, eyebrows, eyelids, nasolabial folds, retroauricular folds 
and temples. Erythema, tiny vesicles and branny or thick yellow brown scales are 
seen in these areas. Thick greasy crusts are seen on the scalp.(95,96) 
When the seborrheic dermatitis involves the eyes and the face it is termed as 
‘corona seborrheica’. When both lesions of psoriasis and seborrheic dermatitis exist it 
is referred as the seborrheic psoriasis. (96) 
 
FIGURE 27 : EXTENSIVE SEBORRHEIC ECZEMA IN AN INFANT 
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FIGURE 28 : INFANTILE SEBORRHEIC DERMATITIS 
CRADLE CAP  
Seborrhea Capitis is also referred to as the Cradle Cap and is typically seen in 
infants. The incidence varies with region to region and is influenced by the traditional 
food . (97). Though the cause is unclear Seborrhea Capitis is thought to be directly 
connected to the hormonal activity. Seborrhea Capitis is not known in childhood and 
makes its appearance once infancy starts and then again at puberty. (98.99).The factors 
that also play a role in the development of Seborrhea Capitis is the altered 
homeostasis of the seborrheic skin, like alkaline pH and the changes in the protective 
oil-water mantle which all contribute towards the increased susceptibility to infections 
and sensitivity to external irritants (98.99). 
 
FIGURE 29 : CRADLE CAP  
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ICTHYOSIS 
The Icthyosis is a term that is given to a heterogeneous group of diseases that 
encompass acquired and inherited varieties (100).  
 CARI is an autosomal recessive form of ichthyosis that usually seen at birth, 
clinically as a Collodion baby. This can progress to different forms and the most 
common being lamellar variant of ichthyosis. 
 Epidermolytic hyperkeratosis is an autosomal dominant disorder that is 
clinically manifested by hyperkeratosis and blistering, and is thought to be a result of 
the mutations in the gene that code for keratin 1 protein and keratin 10 protein .  
 Ichthyosis vulgaris is the commonest variety that is clinically encountered 
among all forms of ichthyosis. Ichthyosis vulgaris is autosomal dominant in the 
pattern of inheritance.  
X-linked ichthyosis is a result of an abnormality in the enzyme steroid 
sulfatase with a particular affinity to the male’s sex and is characterized by 
generalized scaling that usually begins soon after birth (101).  
 Sjögren-Larsson syndrome is an autosomal recessive ichthyosis due to 
abnormality in the fat aldehyde dehydrogenase (102).  
 The acquired ichthyosis occur as a result of various underlying pathologies 
which can range from malignancies, infections, medications, endocrine, metabolic, 
autoimmune or Malabsorption syndromes (103). 
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FIGURE 30: ICTHYOSIS 
INSECT BITE REACTION 
Insect bite reactions are very common in the children but these are rarely 
reported. Though they occur as a result of childhood actions they can at times lead to 
serious life endangering diseases in a small group of people who are very susceptible. 
(104). 
Insect bites occur either when the insects defend it, when it senses danger or 
when insect feeds itself. The culprit causing the reaction is the formic acid that is 
excreted into the skin surface which leads to an instant skin response frequently 
manifested as localised odema or erythema at the site of the bite. The dermal response 
most often persists for up to a few days which rarely can last to two years (105). 
The Insect bites response can be a mild pruritic erythematous papule, a wheal 
or rarely a serious life endangering systemic illness. 
The most common reaction pattern is Papular urticaria but rarely can have a 
IgE-mediated anaphylactic reactions. 
 
 
Review of Literature 
 
 38 
 
PAPULAR URTICARIA  
Papular urticaria refers to a disease that is chronic or recurrent and is 
characterized by the presence of eruptions in the form of pruritic papules. The pruritic 
papules often found in groups of irregular clusters and often have a seasonal variation. 
The diseases occur more in the children than the adult population and it has a special 
preference to children that are aged between of 2- 7 years of age. Papular urticaria is 
considered as an allergic hypersensitivity response to the bite of the arthropods. (106). 
The part of arthropods in papular urtricaria has steadily been gaining popularity due to 
the following:-  
1. The lesions of Papular urticaria more often come into observation, during the 
summer season. 
2. It is often seem to be associated with the lower socioeconomic status. 
3. It is more often is seen in those population groups who have pets at home.  
Most commonly implicated arthropods are cat flea, dog flea, human flea, beg 
bugs and mosquitoes and various species of mites. The condition consists of small 
pruritic, urticarial papules, sometimes surmounted by vesicles that are present on 
exposed areas. They are characteristically distributed on the extensor surfaces of the 
arms and legs. Intense pruritus frequently leads to excoriations which may become 
impetiginized. Management can be done by identification and removal of cause, mild 
topical steroids and systemic antihistamines for control of pruritus. In those cases 
where there is a secondary infection oral antibiotics need to be given (107). 
Review of Literature 
 
 39 
 
 
FIGURE 31 : PAPULAR URTICARIA 
CANDIDAL INTERTRIGO 
Intertriginous dermatitis is an inflammatory disorder that affects the skinfolds. 
The disease is precipitated by heat, moisture, friction and maceration. The disease 
tends to occur in summer and monsoon seasons that favor the growth of the fungus 
Candida albicans. The areas that are affected by Intertriginous dermatitis are the 
antecubital fossae, the umbilical areas, inter digital spaces, inter toe spaces, the 
interglutel and the retro auricular folds, the axilla, the perineum, the inframammary 
folds, the abdominal folds and the cervical region. It has an affinity for those who are 
obese; suffer from diabetes, hyperhidrosis and poor hygiene individuals. (108). 
Clinical features include pruritis, burning sensation and painful erosions, 
cracks, exudation, crusting, scaling and pustulation.  
 
FIGURE 32: CANDIDAL INTERTRIGO 
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Literature survey of our study  
Vijaykumar Mane al in their study that was done in the year 2016 at the 
district of Kanchipuram in Tamil Nadu in south India the burden of preschool 
children attending health care facilities was 4.3% and diseases of the skin were the 
third most common .(109) 
Dogra et al in their study that was done in the year 2003 stated that only thirty 
percent of the children had a single disease and seventy percent had multiple skin 
disease (52)  
Michael J Sladden et al stated that molluscum contagiosum is self limiting , 
impetigo in the initial stages can be successfully treated with topical mupirocin . 
Tinea capitis is a differential diagnosis for scaly scalp (3) 
Peter Foley et al in their study that was done in the year 2003 examined 1116 
children and found that the 85 percent of the children who were examined had mild 
seborrheic dermatitis. The age adjusted prevalence was 10 percent. In comparison to 
the boys, the girl population had a lesser prevalence 10.4 percent and 9.5 percent 
respectively. Most of the these were seen in less than three months of age . 465 cases 
accounting for 41.7% are pityriasis capitis. (109) 
Sardan et al in the year 2009 evaluated 30,078 children between one and 
twelve years of age and they found that infection and infestations was the top among 
all the diseases constituting 47.15 percent of all dermatological diseases. Male were 
affected slightly more than the female population with the ratio being 1:.07:1.The age 
group 1 to 5 years constituted 44.94% of the study population. The most common skin 
diseases were infections and infestations accounting for 47.15 percent, consisting of 
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bacterial infections accounting for 58.09 percent and scabies accounting for 21.54 
percent, followed by eczemas accounting for 26.95 percent, papular uticaria 
accounting for 3.59 percent ,  miliaria accounting for 5.46 percent ,  postinflammatory 
pigmentary abnormalities accounting for 1.68 percent , and nutritional deficiency 
dermatoses accounting for 0.45 percent (110) .  
IJ Emodi et al in the year 2010 studied 16,337 children in the age group one 
week to 16 years of age and found that 1506 (1.3%) had skin problems. Among all 
children the most common age group was the pre schoolers in the age of 0 to 5 years 
that constituted 70.24% of patients with skin diseases. Below 5 years pyoderma was 
the commonest lesion (29.81%) followed by scabies (13.55%). In the ages of 1–5 
years they had 86 cases of superficial mycosis and allergic dermatitis and 6 cases of 
non specific dermatitis. (111 ) 
José Manuel Ramos et al (112) et al in the year 2016 studied 324 children 
under 5 years of age and found that , Males had a higher incidence of skin diseases 
than females 59.6% . The median age in their study was 16.4 months. The prevalence 
of skin diseases was 45.4%; children scabies was seen in 44, (13.6%). Pre schoolers 
made up 70.24% of all cases of skin diseases. Below 5 years pyoderma was the 
commonest lesion accounting for 29.81% followed by scabies accounting for 13.55%) 
(100). In the ages of 1–5 years they had 86 cases each of superficial mycosis and 
allergic dermatitis and 6 cases of non specific dermatitis.(112 ) 
Venkata Subba Reddy et al (90 ) in the year 2015 in their study stated that cases 
were studied which showed a female preponderance with 51.4% of all children 
studied. The most common skin disease was the infections and infestations group 
accounting for 33.8 percent followed by eczemas accounting for 32.6 percent , 
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photodermatoses was seen in 3.6% , 2.6% had hair and nail disorders and 0.4 % had 
adverse cutaneous drug reactions. . 
Golfy Jose et al in the year 2017 found that the prevalence of skin diseases 
was 68.2 percent with a total of fifty three different types of skin lesions. Infectious 
dermatoses were the commonest lesion seen in 50.73%., noninfectious lesion were 
seen in 37.10 percent and nutritional deficiency dermatoses were seen in 12.17 
percent children. Pediculosis capitis (21 percent), scabies (11 percent), and bacterial 
infections (8.52 percent) contributed 40.52 percent of the total burden of skin 
diseases. Pediculosis capitis was more common among girls (17.30 percent) than boys 
(3.67 percent). Scabies was seen more in boys. . Pityriasis alba was seen in 9.23 
percent seen more often in males (5.13 percent). Overall females predominated the 
study (113 ) . 
Manisha Balai et al in the year 2012 on 1000 children who were in the age 
group up to five years found a total of 1027 diagnoses .The infection and infestation 
group was the maximum with 40.60 percent of the total study population .Eczematous 
lesions were seen in 34.86 percent and hypersensitivity lesions were seen in 10.22 
percent . Bacterial infection lesions were seen in 13.72 percent, scabies lesions were 
seen in 10.42 percent , fungal lesions were seen in 6.52 percent, and viral lesions were 
seen in 3.40 percent. Of the individual lesions in the various groups individual lesions 
were as follows; impetigo lesions were seen in 59.57 percent . Molluscum 
contagiosum lesions were seen in 60 percent, warts were seen in 20 percent. Tinea 
capitis lesions were seen in 70.15 percent ,tinea corporis lesions were seen in 10.45 
percent, atopic dermatitis lesions were seen in 55.31 percent , seborrhoeic dermatitis 
lesions were seen in 16.76 percent and pityriasis alba in 8.10 percent (114 ). 
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Sugat A Jawade et al in the year 2016 studied 1021 children the female to 
male ratio was 1.4:1.0 . In the neonatal period erythema toxicum neonatorum 
accounted for 12.97 percent , scabies accounted for 9.92 percent , Mongolian spot 
accounted for 9.16 percent , and seborrheic dermatitis accounted for 7.63 percent . Of 
the non-infectious disorders they found that most common was atopic dermatitis 
accounting for 4.27 percent, Pityriasis alba accounting for 4.16 percent , seborrheic 
dermatitis accounting for 3.60 percent , Pityriasis rosea accounting for 3.15 percent . 
In all age groups males outnumbered females. Pre-school group age group children 
with the age more than 1year and less than 6 years constituted the most common age 
group accounting for 46.32 percent. In all age groups males were more than females 
(115). 
Rima Shrestha et al in the year 2012 on children in the age group 0-14 years 
evaluated 1086 cases with skin problems. The overall prevalence of skin diseases was 
22.64 percent of the total 4795 patients .Males were higher 53.77 percent with the 
ratio of males to females 1.16:1. Dermatitis and eczema were commonest skin lesions 
seen in 26.46 percent. They concluded that in less than one year of age infectious 
dermatoses was common followed by eczematous and hypersensitivity disorders. The 
factors that contribute to skin diseases are reduced personal hygiene , low level of 
health education, malutrition and consequent reduced immunity (116).  
Atasi Samanta et al in the year 2016 found that parasitic infections were the 
commonest skin lesions seen in (25.3%) followed by bacterial infections in (12.2%), 
viral(10.2%) and fungal infections in (7.1%). (117). 
Guneet Awal et al in the year 2016 found that 31.6% of cases were less than 1 
year of age , the male gender made up 56.6% of cases ,56.8% belonged to urban area . 
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Infections were seen in (41.1%) and most common were the bacterial infections in 
(14.5%) (118). 
Kaliaperumal Karthikeyan et al stated that skin disease accounted for 30 % of 
all hospital visits infection and infestations comprised the major part of the skin 
diseases accounting for 54.5% , they stated that the climatic changes influence the 
frequency of skin disorders and they noted a higher frequency of genetic dermatosis, 
as compared to most Indian studies possibly as a result of consanguineous marriages 
.Karthikeyan et al in the year 2016 found that varicella was the most common viral 
infection. 20.33% were less than one year . Urticarial lesions were seen in 17.33%(119).  
Yogesh Poudyal et al in a study, stated that the incidence and severity skin 
lesions are influenced by the ecological area, climatic conditions and cultural factors 
and social status. 22.5 of skin infections were seen in the pediatric age groups ,with 
the ratio of males to females being 1.2: 1 .Fungal infections and acne lesions were 
more common in males, eczematous lesions were more common in females. Fungal 
infection , eczema , pigmentation disorders and acne were seen in the summer season 
and scabies lesion were seen in a greater proportion in the winter season .(120) 
Marks R et al in their study in the year 1999 opines that atopic dermatitis was 
more in girls than boys with the ratio 17.7%; 4.8% (121) 
Sadhan K Ghosh et al in their study in the year 1995 found that pyoderma was 
the commonest lesion accounting for 35.6% followed by scabies accounting for 
22.4% and eczema accounting for 17.6% , followed by molluscum contagiosum 
accounting for 4.6% , popular urticaria with insect bite accounting for 4% , vitiligo 
accounting for 3.4% , miliaria accounting for 2.8% , nevus accounting for 1.6%.(122) 
Review of Literature 
 
 45 
 
Kalpesh M Prajapati et al in their study in the year 2018 found that males 
outnumbered female with ratio of 1.45:1. The majority of patients were in the age 
group of >6-14 year (44.09%). Infections and infestations were most common 
constituting 65.19% followed by eczema and dermatitis, a group of disorder 
constituting 12.02% (n=324). Appendageal disorder constitutes 6.42% (n=173) 
followed by cutaneous vascular response (4.27%), nutritional dermatosis (2.67%), 
pigmentary disorder (2.15%), keratinization disorder (2.0%) and papulosquamous 
disorder (1.89%). Least common disorder include nevi, genodermatoses, collagen 
vascular disorder and vesiculobullous disorder (123) 
JS Bish Prajapati et al in their study in the year 2015 stated that most of the 
skin diseases were seen in the 1-5 years age group with 44.94% of cases. Infections 
and infestations were commonest disorders contributing to 36.46% of all cases. Viral 
disorders were 9.76% followed by scabies 9.29%, fungal disorders in 9.01% and 
bacterial disorders in 8.46% .(124) 
Patel KB et al in their study in the year 2015 on children with skin disease 
found that 57.35% are males and rest female. Majority of patients presented with 
infections and infestations, (52.6%) cases with scabies and pediculosis accounted for 
(19.46%), followed by bacterial infections accounting for 14.07% , miliaria 
accounting for 12.55% (125 ) 
.GM Sangameshwara et al in their study in the year 2015 found the male to 
female ratio was 1.5 : 1 .The most common skin disease that was seen was fungal 
accounting for 57% , followed by viral accounting for 23% and bacterial accounting 
for 20% (126 ) 
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Sudheer et al in their study in the year 2016, Infections and infestations were 
the commonest lesions seen in 52.4 % Molluscum contagiosum accounted for 8.30 %, 
Varicella accounted for 16.60 %, Impetigo contagiosa accounted for 17.54 %, (127)  
Sacchidanand et al in their study in the year 2014 found that infections and 
infestations were the commonest lesions seen in 32.47 %. Papular urticaria was seen 
in 5.1 % . they also found that 2% had more than one skin problem (128)  
Ajit Singh et al in their study in the year 2015 found that less than 10 years 
constituted 21.8% infections were commonest rural patients had a higher number of 
skin problems 53.8%. (129) 
Naresh Jain al in their study in the year 2010 found that skin infections are 
seen in all regions both rural and urban regions but in the developed countries 
eczemas are common and in the developing nations infections and infestations are 
commonly seen.(130) 
Narasimha Rao et al in their study in the year 2010 found that infections was 
seen in 32% and Infestations in 21%, the Lower Class Socioeconomic Status was the 
commonest status with 72% of all cases . .(131) 
Krishnendra Varma Rao et al in their study in the year 2010 found that 
infections were the commonest dermatosis seen in 48.8% cases tinea capitis was 
found in majority 50% of all fungal infections , Molluscum contagiosum was the 
commonest viral infections seen in 53.33% of all cases .(132) 
Shazia Shah et al in their study in the year 2017 sated that males had a higher 
incidence of dermatoses with the ratio being ratio 1:5 cases Transient lesions were 
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seen more in the neonatal period followed by infections 48% and 22.67% 
respectively.(133) 
Haveri, Farhana Tahseen Taj Sameer et al in their study in the year 2014, Male 
outnumbered the females, erythema toxicum neonatorum was seen in 107 (46.3%). 
Among physiological skin lesions, sebaceous gland hyperplasia was seen in 
89.4%.(134) 
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MATERIALS AND METHODS 
The study was a cross sectional study that was done at the Dermatology 
Venereology and Leprosy Department and Paediatrics Department at the Sree 
Mookambika Institute of Medical Sciences, Kulasekharam for a time duration of 18 
months between the months January 2017 – May 2018 on 143 children who were in 
the preschool age group, all served as a single group. The patients were chosen based 
on a pre - defined criteria. The study was started after the institutions ethical clearance 
committee gave ethical clearance to the study. Those who met the criteria were 
chosen and their legal guardian who accompanied them were given a through 
information regarding the study and the data that was to be collected . Those cases 
whose patient party were willing to give the informed consent to participate in the 
study and the data to be collected were enrolled in the study . 
1 . The selection of subjects and the sampling size calculation  
Detailed description of the study group: In this study, children in the pre- 
school going age were included in the study; that is in between age group 0-5 years of 
age.  
2 . Sampling Size Calculation used in the study ;  
In a study that was conducted by Manisha Balai et al they noted the prevalence 
of the paediatric dermatoses to be around 40-60 % (114) .This data was used to calculate 
the sample size of the study, and a total sample size of 141 was calculated for the 
study . 
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3. Scientific basis of the sample size used in the present study:  
N=4pq/d^2  
p = Percentage of dermatoses 40.60 percent (50). 
q = 100-p  
 = 100 – 40.60 = 59.4 
d = 20 percent of p 
 = 8.12 
N = 4x40.60x59.4/8.12x8.12 
 = 9260/65.93 = 140.46=141 
 Minimum sample size =141 
 In the present study we took 141 children in the pre- school going age 
between the age group 0-5 years of age as the sample size.  
4. Sampling technique:  
The patients were chosen by using the Convenient sampling technique . 
5. Criteria used in the study  
The criteria used in the study was as follows : 
1.) Inclusion Criteria was as follows: 
 A.) Parents willing to give consent. 
 B.) Children in between 0-5 years of age group. 
2. ) Exclusion criteria was as follows:: 
A .) Parents not willing to give consent. 
B.) Children not in between 0-5 years of age group. 
C) immuno- compromised children 
3. ) Parameters to be studied were as follows: 
 a .) Skin, Hair and Nail inspection 
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 b.) Site 
 c .)Number of lesions 
 d .)Pattern 
 e .)Type 
 f .)Scaling 
 g.)Colour change 
 h.)Distribution 
 i) Kuppuswamy socio economic scaling 
4.) The Method(s)/Technique(s)/Instrument(s)/Reagent(s)/Kit(s) etc. 
a. Clinical examination 
By inspection the following were noted: 
i. Site of the lesion 
ii. Number of the lesion 
iii. Type of the lesion 
• Papules 
• Macule 
• Patch 
• Plaque 
• Vesicle 
• Bulla 
• Ulcer 
• Erythema 
• Pustule 
• Crusting 
iv. Colour change 
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v. Scaling if present 
b. In direct examination the following were noted: 
a) For fungal infections-KOH scrapping 
b) For parasitic infection-Demonstration of organism in urine and stool 
c) For bacterial infection-Culture,grams stain 
d) For viral infection – Tzanck’s test 
e) For nevus-Diascopy 
f) Woods lamp examination 
c.Instruments he following were used: 
a) Hand lens 
b) Torch, hand lens  
d. Reagent: 
a) KOH – 10 percent KOH (Produced by ESS CHEMS, Chennai)  
b) Gram stain (Produced by ESS CHEMS, Chennai) 
c) Bacterial culture material 
E. Procedure in brief:  
After approval of the study protocol by our institutional research & human 
ethical committee, the patients that fulfilled the inclusion criteria were studied. 
Written informed consent was taken and all the selected patients were explained in 
detail about the procedure. The data that was needed was collected and entered into a 
pre designed, semi structured proforma. The proforma was filled for all the patients 
included in the study. The data that was collected was then transferred to a Microsoft 
excel sheet for analysis of the data.  
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DATA AND STATISTICAL ANALYSIS 
In this study :-  
• Categorical variables were presented using frequency and percentage.  
• Continuous variables were documented by mean, standard deviation and 
confidence interval. 
• Associations between categorical variables were tested by using the chi square 
or the fishers exact test. 
• P<0.05 was considered to be statistically significant. 
• Paired T’ test was reported to check whether there is difference in pain score 
among the tunneling group and fixator device group . 
• Analysis of data was done by using the statistical software SPSS no 24 version.  
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RESULTS AND OBSERVATIONS 
The study was a cross sectional, observational study on 143 children who were 
in the preschool age group whose patient party were willing to give the informed 
consent to participate in the study and the data to be collected were enrolled in the 
study .These were the findings of the study  
TABLE NUMBER 2 : AGE DISTRIBUTION IN THE STUDY 
AGE IN YEARS NO OF CASES PERCENTAGE 
Upto 1 YEAR 33 CASES 23.08% 
2 YEARS 27 CASES 18.88% 
3 YEARS 41 CASES 28.67% 
4 YEARS 24 CASES 16.78% 
5 YEARS 18 CASES 12.59% 
Total 143 CASES 100.00% 
 
FIGURE 33 : AGE DISTRIBUTION IN THE STUDY 
 In the present study we had 33 (23.08%) cases in the age group of 1 Year , 27 
(18.88%) cases in the age group 2 years, 41 (28.67%) cases in the age group of 3 yrs , 
24 (16.78%) cases in the age group of 4 yrs and ,18(12.59%) cases in the age group of 
5 years. Most diseases were observed in the age group of 3 years. p value is 0.047 
which is statically significant . The mean age in our study was 2.77 years.  
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TABLE :3 - GENDER DISTRIBUTION IN THE STUDY 
 
GENDER 
DISTRIBUTION No Percent 
Female 61 42.7 
Male 82 57.3 
Total 143 100 
 
 
 
FIGURE 34 : GENDER DISTRIBUTION IN THE STUDY 
In our study we had 82(57%) males and 61(43%) females. In all the age 
groups males dominated. P value less than 0.001 
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TABLE 4 : SITE DISTRIBUTION IN THE STUDY 
Site Frequency Percent 
Face 24 16.76 
Upper limbs 12 8.39 
Trunk 13 9.09 
Lower limbs 11 7.69 
Scalp 10 6.99 
Palms and soles 0 0 
Genitalia 25 17.48 
Mucosa  0 
Multiple sites 48 33.56 
Total 143 100 
 
FIGURE 35 : SITE DISTRIBUTION IN THE STUDY 
In the present study lesions were seen mostly on multiple sites 48 cases 
accounting for 33.56 %. Among the single sites involved the most common site was 
the genitalia 25 cases accounting for 17.48 % followed by face in 24 cases accounting 
for 16.76 % and trunk 13 cases accounting for 9.09 %. 
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TABLE 5 : KUPPUSWAMY SOCIOECONOMIC STATUS DISTRIBUTION 
IN THE STUDY 
STATUS Frequency Percent 
Upper class 1 0.69 
Upper middle class 28 19.58 
Lower middle class 61 42.65 
Upper lower class 48 33.56 
Lower class 5 3.49 
TOTAL 143 100 
 
FIGURE 36 : KUPPUSWAMY SOCIOECONOMIC STATUS (KSES) 
DISTRIBUTION IN THE STUDY  
In the present study in evaluation of the socioeconomic status (KSES) 
distribution we found that lower middle class accounted for most of the cases 61 
(42.65 %), followed by Upper lower class with 48 cases accounting for 33.56 % of the 
study . (p – 0.001)  
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TABLE NUMBER 6 : SYMPTOM DISTRIBUTION IN THE STUDY 
 Frequency Percent 
Painful 25 17.48 % 
Pruritic 88 61.53 % 
Asymptomatic 30 20.97 % 
Total 143 100 
 
 
FIGURE 37 : SYMPTOM DISTRIBUTION IN THE STUDY 
In our study we had pruritus was seen in 88 cases (61.53 %), asymptomatic 
lesion in 30 (20.97 %) cases, painful lesions were seen in 25 cases (17.48%). 
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TABLE -7 : TOTAL DISTRIBUTION OF DIAGNOSIS IN THE STUDY 
 
Diagnosis No Percent Diagnosis No Percent 
ATOPIC 
DERMATITIS 4 2.8 MILIARIA 1 0.7 
CANDIDAL 
INTERTRIGO 12 8.4 
MOLLUSCUM 
CONTAGIOSUM 2 1.4 
CHICKENPOX 2 1.4 MONGOLIAN SPOT 1 0.7 
CONGENITAL 
MELANOCYTIC 
NEVUS 
3 2.1 NEVUS DEPIGMENTOSUS 3 2.1 
CONTACT 
DERMATITIS 8 5.59 
PAPLUAR 
URTICARIA 9 6.3 
CRADLE CAP 1 0.7 PITYRIASIS ALBA 13 9.1 
DIAPER RASH 13 9.1 POLYMORPHOUS LIGHT ERUPTION 2 1.4 
ERYTHEMA 
TOXICUM 
NEONATORUM 
2 1.4 SCABIES 5 3.5 
HAND-FOOT 
MOUTH 
DISEASE 
13 9.1 SEBORRHEIC DERMATITIS 9 6.3 
ICTHYOSIS 1 0.7 SSSS 1 0.7 
IMPETIGO 17 11.88 TINEA CORPORIS 6 4.2 
INFANTILE 
HEMANGIOMA 1 0.7 
TINEA 
VERSICOLAR 5 3.5 
INSECT BITE 
REACTION 9 6.39    
 
The above table shows the distribution of various diseases in the study. 
Impetigo was the commonest seen in 17 cases accounting for 11.88 % 
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TABLE  8 : DISTRIBUTION OF RESIDENCE IN THE STUDY 
 
LOCATION Frequency Percent 
Rural 99 69.2 
Urban 44 30.8 
Total 143 100 
 
 
FIGURE 38 : DISTRIBUTION OF RESIDENCE IN THE STUDY 
In the present study on evaluation of the location of the cases we found that 
rural patients comprised 99 cases accounting for 69.2 % and the urban patients 
comprised 44 cases accounting for 30.8 %. 
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TABLE 9 : DISTRIBUTION OF TYPE OF LESIONS IN THE STUDY 
 
Type of lesions Frequency Percent 
Papules 14 9.8 
Macule 31 21.7 
Patch 1 0.7 
Plaque 28 19.6 
Vesicle 8 5.6 
Bulla 7 4.9 
Ulcer 1 0.7 
Erythema 27 18.9 
Pustule 2 1.4 
Crusting 11 7.7 
Multiple site 13 9.1 
Total 143 100 
 
GRAPH NUMBER 39 : DISTRIBUTION OF TYPE OF LESIONS IN THE 
STUDY 
 In the present study on evaluation of the distribution of type of lesions we 
found that the lesions papules comprised of 14 cases (9.8 %), macule comprised of 31 
cases (21.7 %) , patch comprised of 1 case (0.7 %) , plaque comprised of 28 cases 
(19.6 %), vesicles comprised of 8 cases (5.6 %) , bulla comprised of 7 cases (4.9 %) , 
ulcer comprised of 1 case (0.7 %), erythema comprised of 27 cases ( 18.9 %), pustule 
comprised of 2 cases ( 1.4 %), crusting comprised of 11 cases (7.7%) and multiple 
sites comprised of 13 cases (9.1 %) . 
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TABLE 10 : DISTRIBUTION OF AGE GROUP INVOLVEMENT IN THE 
STUDY – 1ST YEAR 
upto1 of 
age 
Physiological 
skin 
disorders 
Acquired 
Inflammatory 
skin 
conditions 
Bacterial Viral infections Fungal 
Developmental 
skin disorders Parasitic Total 
Number 4 14 1 4 4 6 0 33 
Percentage 12.12% 42.42% 3.03% 12.12% 12.12% 18.18% 0.00% 0.00% 
 
1 year age Frequency Percent 
Candidal intertrigo 4 12.1 
Congenital melanocytic nevus 2 6.1 
Contact dermatitis 2 6.1 
Cradle cap 1 3.0 
Diaper rash 5 15.2 
Erythema toxicum neonatorum 2 6.1 
Hand-foot mouth disease 4 12.1 
Icthyosis 1 3.0 
Impetigo 1 3.0 
Miliaria 1 3.0 
Mongolian spot 1 3.0 
Nevus depigmentosus 2 6.1 
Pityriasis alba 4 12.1 
Seborrhoeic dermatitis 3 9.1 
Total 33 100.0 
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FIGURE 40 : DISTRIBUTION OF AGE GROUP INVOLVEMENT IN THE 
STUDY – 1st YEAR 
 
The above table and graph shows the distribution of various diseases in age 
group of I year. Acquired inflammatory skin conditions were the commonest seen in 
14 cases (42.42%) followed by developmental skin disorders in 6 cases (18.18%), 
physiological skin disorders.  
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TABLE 11 : DISTRIBUTION OF AGE GROUP INVOLVEMENT IN THE 
STUDY – 2 nd YEAR 
 
2 years 
Physiologic
al skin 
disorders 
Acquired 
Inflammato
ry skin 
conditions 
Bacteri
al 
Viral 
infectio
ns 
Fungal 
Developme
ntal skin 
disorders 
Parasiti
c Total 
Number 0 14 3 2 4 3 0 27 
Percenta
ge 0.00% 55.55% 11.11% 7.41% 14.81% 11.11% 0.00% 
100.00
% 
 
 
2 years Frequency Percent 
Candidal intertrigo 4 14.8 
Congenital melanocytic nevus 1 3.7 
Contact dermatitis 3 11.1 
Diaper rash 3 11.1 
Hand-foot mouth disease 2 7.4 
Impetigo 2 7.4 
Infantile hemangioma 1 3.7 
Insect bite reaction 3 11.1 
Nevus depigmentosus 1 3.7 
Papluar urticaria 1 3.7 
Pityriasis alba 2 7.4 
Seborrhoeic dermatitis 3 11.1 
SSSS 1 3.7 
Total 27 100.0 
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FIGURE 41 : DISTRIBUTION OF AGE GROUP INVOLVEMENT IN THE 
STUDY – 2nd YEARS 
The above table and graph shows the distribution of various diseases in age 
group 2 years in the study .Acquired inflammatory skin conditions were the 
commonest seen in 15 cases (55.5%).  
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TABLE 12 : DISTRIBUTION OF AGE GROUP INVOLVEMENT IN THE 
STUDY – 3rd YEAR  
 
3 years 
Physiologic
al skin 
disorders 
Acquired 
Inflammato
ry skin 
conditions 
Bacteri
al 
Viral 
infectio
ns 
Fungal 
Developme
ntal skin 
disorders 
Parasitic Total 
Number 0 19 10 5 7 0 0 41 
Percenta
ge 0.00% 46.34% 24.39% 12.20% 17.07% 0.00% 0.00% 
100.0
0% 
 
 
 
 
 
3 years Frequency Percent 
Atopic dermatitis 4 9.8 
Candidal intertrigo 3 7.3 
Chickenpox 2 4.9 
Contact dermatitis 3 7.3 
Diaper rash 5 12.2 
Hand-foot mouth disease 3 7.3 
Impetigo 7 17.1 
Papluar urticaria 3 7.3 
Pityriasis alba 4 9.8 
Seborrhoeic dermatitis 3 7.3 
Tinea corporis 3 7.3 
Tinea versicolar 1 2.4 
Total 41 100.0 
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 FIGURE 42 : DISTRIBUTION OF AGE GROUP INVOLVEMENT IN THE 
STUDY – 3rd YEAR 
The above table and graph shows the distribution of various diseases in age 
group 3 years in the study .Acquired Inflammatory skin conditions were the 
commonest seen in 19 cases (46.34 %).  
 
 
 
 
 
 
0 
46.34% 
24.39% 
12.20% 
17.07% 
0.00% 0 
0
0.05
0.1
0.15
0.2
0.25
0.3
0.35
0.4
0.45
0.5
3 Years 
3 Years
Results and Observations 
 
 67 
 
 
TABLE 13 : DISTRIBUTION OF DISEASES IN AGE GROUP OF 4th YEAR 
 
4 years 
Physiologic
al skin 
disorders 
Acquired 
Inflammato
ry skin 
conditions 
Bacteri
al 
Viral 
infectio
ns 
Fungal 
Developme
ntal skin 
disorders 
Parasitic Total 
Number 0 6 7 3 5 0 3 24 
Percenta
ge 0.00% 25.00% 29.17% 12.50% 20.83% 0.00% 12.50% 
100.0
0% 
 
 
 
 
DISTRIBUTION OF AGE GROUP 
INVOLVEMENT IN THE STUDY – 4 
YEARS 
NUMBER PERCENTAGE 
Pityriasis alba 2 8.33% 
Hand-foot mouth disease 2 8.33% 
Molluscum contagiosum 1 4.17% 
Tinea corporis 1 4.17% 
Insect bite reaction 4 16.67% 
Tinea versicolar 3 12.50% 
Impetigo 4 16.67% 
Papluar urticaria 3 12.50% 
Scabies 3 12.50% 
Candidal intertrigo 1 4.17% 
Total 24 100.00% 
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FIGURE 43 : DISTRIBUTION OF DISEASES IN AGE GROUP OF 4th YEAR 
The above table and graph shows the distribution of various diseases in age 
group 4 years in the study . age group 3 years in the study . Bacterial infections were 
the commonest seen in 6 cases ( 25 %).  
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TABLE 14 : DISTRIBUTION OF DISEASES IN AGE GROUP OF 5th YEAR 
 
5 years 
Physiologic
al skin 
disorders 
Acquired 
Inflammato
ry skin 
conditions 
Bacteri
al 
Viral 
infectio
ns 
Fungal 
Developm
ental skin 
disorders 
Parasiti
c Total 
Number 0 5 3 3 5 0 2 18 
Percenta
ge 0.00% 27.78% 16.67% 16.67% 27.78% 0.00% 11.11% 
100.00
% 
 
 
 
 
DISTRIBUTION OF DISEASES IN AGE 
GROUP OF 5 YEARS NUMBER PERCENTAGE 
Hand-foot mouth disease 2 11.1 
Impetigo 3 16.7 
Insect bite reaction 2 11.1 
Molluscum contagiosum 1 5.6 
Papluar urticaria 2 11.1 
Pityriasis alba 1 5.6 
Polymorphous light eruption 2 11.1 
Scabies 2 11.1 
Tinea corporis 2 11.1 
Tinea versicolar 1 5.6 
Total 18 100.0 
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FIGURE 44 : DISTRIBUTION OF DISEASES IN AGE GROUP OF 5th YEAR 
The above table and graph shows the distribution of various diseases in age 
group 5 years in the study acquired Inflammatory skin conditions and fungal 
infections were the commonest seen in 5 cases (27.78 %) each. 
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TABLE 15 : TOTAL NUMBER OF VIRAL INFECTIONS IN THE STUDY  
 
Total Viral 
Infections Chickenpox 
Hand-foot 
Mouth disease 
Molloscum 
contagiosum Total 
upto1 of age 0 4 0 4 
2 years 0 2 0 2 
3 years 2 3 0 5 
4 years 0 2 1 3 
5 years 0 2 1 3 
Total 2 13 2 17 
 
 
FIGURE 45 : TOTAL NUMBER OF VIRAL INFECTIONS IN THE STUDY  
Total viral infections were seen 17 cases 11.88 percent, hand foot mouth 
disease in 13 cases, molluscum and varicella in 2 cases.  
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TABLE 16 : TOTAL NUMBER OF BACTERIAL INFECTIONS IN THE 
STUDY 
Total Bacterial 
Infections SSSS impetigo 
papular 
urticaria total 
upto1 of age 0 1 0 1 
2 years 1 2 1 4 
3 years 0 7 3 10 
4 years 0 4 3 7 
5 years 0 3 2 5 
Total 1 17 12 27 
 
FIGURE 46 : TOTAL NUMBER OF BACTERIAL INFECTIONS IN THE 
STUDY 
The total bacterial infections were seen 27 cases 18.88 percent, on evaluation 
of the type of infection 17 cases (11.88 %)  were impetigo, 3 years had the maximum 
infections 10 cases 7 percent. 
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TABLE 17 : TOTAL NUMBER OF FUNGAL INFECTIONS IN THE STUDY 
 
Total Fungal 
Infections 
Candidal 
Intertrigo Tinea Corporis 
Tinea 
Versicolar Total 
upto1 of age 4 0 0 4 
2 years 4 0 0 4 
3 years 3 3 1 7 
4 years 1 1 3 5 
5 years 0 2 1 3 
Total 12 6 5 23 
 
 
FIGURE  47 : TOTAL NUMBER OF FUNGAL INFECTIONS IN THE STUDY 
Total fungal infections were seen 23 cases 16.08  percent, on evaluation of the 
type of infection 12cases 8.4 were fungal infection by candidal intertrigo. 3 and 4 
years had the maximum infections 7 cases and 5 cases respectively. 
52.17% 
26.08% 
21.73% 
Total Fungal infections 
Candidal Intertrigo
Tinea Corporis
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TABLE 18 : TOTAL NUMBER OF PARASITIC INFECTIONS IN THE 
STUDY 
Age scabies 
upto1 of age 0 
2 years 0 
3 years 0 
4 years 3 
5 years 2 
Total 5 
 
FIGURE 48 : TOTAL NUMBER OF PARASITIC INFECTIONS IN THE 
STUDY 
Total parasitic infections were seen 5 cases 3.43 percent, on evaluation of the 
type of infection all 5 cases were infestation by scabies, 4 years had the maximum 
infestation by scabies, 3 cases each 2.1 percent . 
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TABLE  19 : PHYSIOLOGICAL SKIN DISORDERS 
Physiological Skin 
Disorders 
Erythema Toxicumn 
Neonatorum 
Cradle 
Cap Miliaria Total 
upto1 of age 2(50%) 1(25%) 1(25%) 4(100%) 
2 years 0 0 0 0 
3 years 0 0 0 0 
4 years 0 0 0 0 
5 years 0 0 0 0 
Total 2 1 1 4 
 
 
FIGURE 49 :PHYSIOLOGICAL SKIN DISORDERS 
Physiological skin disorders were exclusively seen in less than a year of age 
with the maximum being erythema toxicum neonatorum seen in 2 cases 3.5 percent. 
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 TABLE  20 : TOTAL INFLAMMATORY SKIN CONDITIONS  
 
Number Atopic dermatitis 
Diaper 
rash 
Insect 
bite 
reaction 
Seborrheic 
dermatitis 
Contact 
dermatitis 
Pityriasis 
alba 
Polymorphous 
light eruption Total 
upto1 of 
age 0 5 0 3 2 4 0 14 
2 years 0 3 3 3 3 2 0 14 
3 years 4 5 0 3 3 4 0 19 
4 years 0 0 4 0 0 2 0 6 
5 years 0 0 2 0 0 1 2 5 
Total 4 13 8 9 7 13 2 58 
 
 
Percentage Atopic dermatitis 
Diaper 
rash 
Insect 
bite 
reaction 
Seborrheic 
dermatitis 
Contact 
dermatitis 
Pityriasis 
alba 
Polymorphous 
light eruption Total 
upto1 of 
age 0.00% 8.93% 0.00% 5.36% 3.57% 7.14% 0.00% 24.13% 
2 years 0.00% 5.36% 5.17% 5.36% 5.17% 3.57% 0.00% 24.13% 
3 years 7.14% 8.93% 0.00% 5.36% 5.36% 7.14% 0.00% 33.93% 
4 years 0.00% 0.00% 7.14% 0.00% 0.00% 3.57% 0.00% 10.71% 
5 years 0.00% 0.00% 3.57% 0.00% 0.00% 1.79% 3.57% 8.93% 
Total 7.14% 23.21% 14.29% 16.07% 12.50% 23.21% 3.57% 100.00% 
 
FIGURE 50 :TOTAL INFLAMMATORY SKIN CONDITIONS 
 
Among acquired inflammatory skin conditions diaper rash and Pityriasis alba 
were seen in 13 cases each 9 percent. 
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 TABLE NUMBER : 21 TOTAL DEVELOPMENTAL SKIN DISORDERS 
Developmental 
skin disorders 
congenital 
melanocytic 
nevus 
nevus 
depigmentosus 
infantile 
hemangioma 
Mongolian 
spot Icthyosis Total 
upto1 of age 2 2 0 1 1 6 
2 years 1 1 1 0 0 3 
3 years 0 0 0 0 0 0 
4 years 0 0 0 0 0 0 
5 years 0 0 0 0 0 0 
Total 3 3 1 1 1 9 
Developmental 
skin disorders 
(%) 
Congenital 
melanocytic 
nevus 
Nevus 
depigmentosus 
Infantile 
hemangioma 
Mongolian 
spot Icthyosis Total 
upto1 of age 22.22% 22.22% 0.00% 11.11% 11.11% 66.67% 
2 years 11.11% 11.11% 11.11% 0.00% 0.00% 33.33% 
3 years 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 
4 years 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 
5 years 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 
Total 33.33% 33.33% 11.11% 11.11% 11.11% 100.00% 
 
FIGURE 50: TOTAL DEVELOPMENTAL SKIN DISORDERS 
Among developmental skin disorders congenital melanocytic nevus, nevus 
depigmentosus, infantile hemangioma, mongolian spot, icthyosis, were seen in 
13,3,1,1,1 cases respectively. 
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TABLE NUMBER 22: TOTAL SKIN DISORDERS IN VARIOUS AGES 
 
Physiological 
skin 
disorders 
Acquired 
Inflammatory 
skin 
conditions 
Bacterial Viral infections Fungal 
Developmental 
skin disorders Parasitic Total 
Upto1 
of age 4 14 1 4 4 6 0 33 
2 
years 0 14 4 2 4 3 0 27 
3 
years 0 19 10 5 7 0 0 41 
4 
years 0 6 7 3 5 0 3 24 
5 
years 0 5 5 3 3 0 2 18 
Total 4 58 27 17 23 9 5 143 
 
Physiological 
skin 
disorders 
Acquired 
Inflammatory 
skin 
conditions 
Bacterial Viral infections Fungal 
Developmental 
skin disorders Parasitic Total 
Upto1 
of age 2.80% 9.79% 2.80% 2.80% 2.80% 4.20% 0.00% 23.07% 
2 
years 0.00% 9.79% 2.80% 1.40% 2.80% 2.10% 0.00% 18.88% 
3 
years 0.00% 13.29% 6.99% 3.50% 4.89% 0.00% 0.00% 28.74% 
4 
years 0.00% 4.20% 4.89% 2.10% 3.50% 0.00% 2.10% 16.78% 
5 
years 0.00% 3.50% 3.49% 2.10% 2.10% 0.00% 1.40% 12.58% 
Total 2.80% 40.55% 18.88% 11.89% 16.08% 6.29% 3.50% 100.00% 
 
The above table shows the distribution of various diseases in various age 
group in the study.  
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SKIN DISORDERS AS PER CLASSIFICATION  
TABLE NUMBER 23 : SKIN DISORDERS AS PER CLASSIFICATION 
SKIN DISORDERS AS PER CLASSIFICATION 
Type Disease Number Percentage 
Physiological skin 
disorders 
Erythema Toxicum Neonatorum 2 1.40% 
Cradle Cap 1 0.70% 
Miliaria 1 0.70% 
Acquired skin 
disorders 
Contact Dermatitis 8 5.59% 
Pityriasis Alba 12 8.39% 
Polymorphous Light Eruption 2 1.40% 
Atopic Dermatitis 4 2.80% 
Seborrheic Dermatitis 9 6.29% 
Diaper Rash 13 9.09% 
Insect Bite 9 6.29% 
Infections   
Papular Urticarial 9 6.29% 
Ssss 1 0.70% 
Impetigo 17 11.88% 
Candida Intertrigo 12 8.39% 
Tinea Vesicular 5 3.50% 
Tinea Corporis 6 4.20% 
Hand-Foot Mouth Diseases 13 9.09% 
Chicken-Pox 2 1.40% 
Molluscum Congtagiosum 2 1.40% 
Scabies 5 3.50% 
Developmental skin 
disorders 
Mongolian Spots 2 1.4 % 
Congenital Melanocytic Nevus 3 2.10% 
Nevus Depigmentosus 3 2.10% 
Icthyosis 1 0.70% 
Infantile Hemangioma 1 0.70% 
Iatrogenic 
complications  0 0.00% 
Total 143 100.00% 
 
The above table shows the distribution of various diseases as per classification.
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DISCUSSION 
Skin is the largest organ of the human body and it is susceptible to a variety of 
skin disorders, as it is exposed to various risk factors like environment, infectious and 
nutritional conditions. The two main parts of skin are epidermis and dermis and also 
contain various other parts like nails and hair follicles. 
 In children there is a special concern of the skin diseases as the skin lesions 
may be a manifestation of systemic disease at large. 
 It also has to be kept in mind that some of the children in this age group 
spends considerable amount of their time in their home with their parents then later 
sometimes in the play school. During the growing years gaining both good and bad 
experiences and become vulnerable for various skin infections. The skin disorders are 
such conditions where the lesions are easily visible to others and it will cause concern 
and anxiety among the parents due to a state of psychosocial disruption as the affected 
child is sometimes discriminated . This causes a negative impact within the child. In 
India being a developing nation the prevalence of low socio economic status is higher 
especially in the backward communities and slum areas. All these together contribute 
to the poor hygienic conditions; which in turn contributes towards developing skin 
diseases especially in children .Almost 15 types of skin lesions were observed in this 
study. As the overall knowledge of the society to recognize skin disease is very poor, 
skin disorders often encountered at an advanced stage at the time when medical 
attention is sought. In view of the above said we conducted this study at Sree 
Mookambika Institute of Medical Sciences, Kulasekharam in the district of 
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Kanyakumari in Tamilnadu to evaluate the type of dermatological manifestations in 
preschool going children . 
THE AGE DISTRIBUTION  
In our study the mean age was 2.77 years. The prevalence of skin disease is 
highest among children less than 1 year age group. José Manuel Ramos et al (112) in 
their study found that the mean age was 16.4 months. This difference is probably 
because of the type of population considered for the study. The p value came as 0.047 
which is statistically significant. 
MOST COMMON GENDER  
In our study the male population was more than females and we had 82 males 
and 61 females with the ratio being 1.34: 1. P value less than 0.001  
Sardan et al (1010) in their study also found that the male gender were 
affected slightly more than the female population with the ratio being 1.07:1. Golfy 
Jose (113) also had 52.8% males. 
In the following studies , Kaliaperumal Karthikeyan et al (119) , Sugat A 
Jawade et al (105) observed female preponderance in their study which is contrary to 
the our study. These studies that showed a higher incidence in females, had a higher 
percentage of hair infestations like pediculosis , which may be the reason for the 
contradiction noted. . 
RELATION OF SOCIO ECONOMIC STATUS AND SKIN DISEASES 
In the present study in evaluation of the socioeconomic status (KSES) 
distribution we found that lower middle class accounted for most of the cases 61 
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(42.65 %), followed by Upper lower class with 48 cases accounting for 33.56 % of the 
study and this is statistically significant with p value <0.0001. Kaliaperumal 
Karthikeyan et al (99), Sardan et al (110) , Sugat A Jawade(115) in various studies 
stated that there was a significant relationship of the socioeconomic status and skin 
disease. Lower the socioeconomic status higher is the incidence of skin diseases. 
ACQUIRED INFLAMMATORY SKIN DISORDERS 
In our study we had infection and inflammatory skin conditions as the most 
common diseases which were 58 cases which accounts as 40.55 % which is 
comparable to other studies as by Sardan et al (110) in the year 2009 they stated that 
infection and infestations were the top diseases constituting 47.15 % of all 
dermatological conditions. Sugat A Jawade, (115) also found that infectious disorders 
(20.61%) were the commonest skin disorder. Sardan et al stated that bacterial 
infections accounted for 58.09 %. Dogra et al (52) stated that skin infections occurred 
in 11.4%. Kaliaperumal Karthikeyan et al (99) also opines that infection and 
infestations comprised the major part of the skin diseases accounting for 54.5%. 
All these studies have findings similar to our study. 
DIAPER RASH 
It is one of the most common dermatitis. It is due to prolonged duration of 
diaper use, not changing diapers at regular intervals and improper cleaning following 
the diaper removal. In the present study we had 9.09% of Diaper rash. Sugat A 
Jawade, (115 ) had 6.87% of diaper rash. 
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PITYRIASIS ALBA 
In the present study we had 9.09% cases of Pityriasis alba. Face is the most 
common site. In this study it is more common among children < 3years of age. Sugat 
A Jawade, (115 ) had 4.16% cases of Pityriasis alba. The prevelance is similar to this 
study of Dogra et al (57) who had 8.4% cases of Pityriasis alba. Manisha Balai et al 
(114 ) had 9.23% cases of Pityriasis alba.  
SEBORRHOEIC DERMATITIS 
In the present study we had 6.29% cases of seborrhoeic dermatitis as 
compared to Peter Foley et al(98) study where 8.5 percent had mild seborrheic 
dermatitis .The boys were more affected than the girls. Sugat A Jawade, (115 )had 
2.58% cases of seborrhoeic dermatitis but with mild female preponderance 
.Seborrhoeic dermatitis was seen in 9.8% of females and 3.7 % of males and the p 
value is <0.001. 
INSECT BITE REACTION 
In the present study we had 6.29% of Insect bite reaction. This is more 
common in the extensor aspect of the body. Most commonly seen in children where 
their residence is near by agriculture field. 
CONTACT DERMATITIS 
In the present study we had 5.59 % cases of contact dermatitis. Face, neck and 
loin are the commonest site for contact dermatitis. Sugat A Jawade, (115 ) had 1.57% 
cases of contact dermatitis. 
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ATOPIC DERMATITIS 
In the present study we had 2.80% cases with atopic dermatitis, similar 
findings were seen in studies by Sugat A Jawade, (115 ) (4.27%), Manisha Balai et al 
(114 ) (5.77 %), Golfy Jose (113) (0.58% ) respectively. 
Atopic dermatitis were seen in 1.6% of females and 3.7 % of males and the p 
value is<0.001 
POLYMORPHOUS LIGHT ERUPTION 
In the present study we had 1.40% Polymorphous light eruption.This condition 
is always present in the sun exposed areas. It is less common in children below 2 
years as they are less frequently exposed to sunlight. 
BACTERIAL INFECTIONS  
In the present study the total bacterial infections were seen in 27 cases  
(18.88% ). Impetigo is the commonest bacterial skin disease in 17 cases (11.88 %) 
observed in our study. This is similar to the study conducted by Guneet Awal et 
al(118) in which bacterial infections are present in 14.5 % of children. 
In a study Manisha Balai et al (114) ,found that bacterial infections were seen 
in 13.72 percent,  
Atasi Samanta et al (117) in their study found that bacterial infections were 
seen in (12.2%)  
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IMPETIGO 
Impetigo is the most common bacterial infection in this study. We had 11.88% 
cases of impetigo. Kaliaperumal Karthikeyan et al (119) ( 1.9%) of cases. 
In IJ Emodi et al (100 ) study, pyoderma was the commonest lesion (29.81%).  
José Manuel Ramos et al (101 ) in his study among 324 children, 32 (9.9%) 
had impetigo of which 23 (71.9%) had complicated impetigo. Golfy Jose (113) in 
their study found impetigo in 5%. Impetigo was seen in 9.6% of females and 14.6 % 
of males and the p value is <0.001. 
STAPHYLOCOCCAL SCALDED SKIN SYNDROME 
In the present study we encountered only one case of SSSS accounting for 
0.7%  of total cases during the study period. SSSS manifested in one year female baby 
in our study. 
PAPULAR URTICARIA  
In the present study we had 6.29 % cases of papular urticaria. This is most 
common in exposed sites. Sugat A Jawade, (115 ) had 1.35% cases of papular 
urticaria. Kaliaperumal Karthikeyan et al (119) had 5.27% of papular urticaria. Ghosh 
et al.(22) had 4% of papular urticarial Kaliaperumal Karthikeyan et al (119) had 2.5% 
papular urticaria, 
FUNGAL INFECTIONS  
In the present study the total fungal infections were seen in 23 cases (16.08%). 
This is slightly higher when compared to the other studies. In a study by Manisha 
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Balai et al (114 ) , fungal infections were seen in 6.52%, Atasi Samanta et al (117) in 
their study found that fungal infections were present in (7.1%).  
CANDIDAL INTERTRIGO 
In the present study we had 8.39% cases presented with candidal intertrigo. 
This is more common in infants <1 year due to improper cleaning in the intertriginous 
area. Sharma and Mendiratta in a study stated that candidal intertrigo was the 
commonest fungal infection accounting for 39.47%(135) . In this study candidal 
intertrigo was seen in 11.6% of females and 6.1 % of males and the p value is <0.001 
TINEA VERSICOLOR 
In the present study we had 3.5% cases of Tinea versicolor. This is almost 
similar to the study of Kaliaperumal Karthikeyan et al (119) who had 3.2% of Tinea 
versicolor cases. 
Tinea versicolor was seen in 6.1 % of males and the p value is <0.001. 
TINEA CORPORIS 
In the present study we had 4.2 % cases of Tinea corporis. It is comparable 
with the study of Kaliaperumal Karthikeyan et al (119) who had 3.1% cases of Tinea 
corporis. Tinea corporis was seen in 1.6% of females and 3.7 % of males and the p 
value is <0.001. 
VIRAL INFECTIONS  
Viral infections are not as much common as bacterial or fungal infections. In 
the present Study, the total viral infection were seen in 17 cases accounting for 
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11.88%. The age group  between 2 – 3 years are more susceptible for viral infections. 
Among the viral infections, 
 Hand foot mouth disease is the commonest. In a study Manisha Balai et al 
(114 ) , found that viral infections were seen in 3.40 % of children. Atasi Samanta et 
al (117) found that viral infections were seen in 10.2%, Guneet Awal et al(118) 8.1% 
in their study population  respectively . 
HAND-FOOT MOUTH DISEASE 
This is the most common viral infection in pre school children. It is highly 
contagious. We had 13 (9.09%) cases of hand-foot mouth diseases. Affect both 
genders equally. 
CHICKENPOX 
Chicken pox infection is less frequent in < 3 years .This can be attributed to 
the fact that these  group of children are more exposed to external environment from 
their home environment due to various reasons after 3 years of age In the present 
study we had chicken pox in  1.40% as compared to the study by Kaliaperumal 
Karthikeyan et al (119) who had 0.37%  cases with chicken pox. p value is <0.001. 
MOLLUSCUM CONTAGIOSUM 
In the present study we had 1.40% of molluscum contagiosum. This is similar 
to the study of Kaliaperumal Karthikeyan et al (119) who had 2.5% cases of 
molluscum contagiosum. 
Sugat A Jawade, (115) had 5.39% cases of molluscum contagiosum. 
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PARASITIC INFECTIONS  
In the present study the total parasitic infections were seen in 5 cases ( 3.5 %). 
Scabies is the most common parasitic infection observed in our study. It is common in 
Low socioeconomic group. In a study by Manisha Balai et al (114 ), scabies lesions 
were seen in 10.42 % , Atasi Samanta et al (117) found parasitic infections in 25.3% . 
Guneet Awal et al(118). observed parasitic infections in 10.95% . 
SCABIES 
 In the present study we had 3.50% cases of scabies. Due to poor hygiene and 
overcrowding scabies is the most common parasitic infection among low 
socioeconomic people. 
The incidence of scabies varies from 5.1 % to 22.4% in various studies. 
Sardan et al(110 ) found 21.54 percent cases of scabies. IJ Emodi et al (100 ) 
found 13.55% cases of scabies. José Manuel Ramos et al in his study scabies 
accounted for 13.55% in less than 5 years children. Kaliaperumal Karthikeyan et al 
(119) found 14.2% cases of scabies. 
Manisha Balai et al (114 ) had 1 percent cases of scabies. Golfy Jose et al 
(113) in their study found 11% cases of scabies. Scabies was seen in 1.6% of females 
and 4.9 % males and the p value is <0.001. 
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DEVELOPMENTAL 
In our study developmental skin disorders were 6.29% in which congenital 
melanocytic nevus and nevus depigmentosus comes at first followed by icthyosis, 
infantile hemangioma and mongolian spot. 
CONGENITAL MELANOCYTIC NEVUS 
In the present study we had 2.10% cases of congenital melanocytic nevus .  
Sugat A Jawade (115) found congenital pigmentary disorders in 16.03% . The 
p value is <0.001. 
NEVUS DEPIGMENTOSUS 
In our study we had 2.10 % cases of this condition. 
ICTHYOSIS 
In the present study we had 0.70% cases of Icthyosis as compared to Sugat A 
Jawade, (115 ) who had (1.45%) cases of icthyosis. Icthyosis is common in children 
with atopy. 
INFANTILE HEMANGIOMA 
In the present study we had 0.70% cases of infantile hemangioma. This is 
comparable with the study of Sugat A Jawade, (115 ) who observed 1.35% cases of 
infantile hemangioma. 
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PHYSIOLOGICAL 
In our study we came across few physiological conditions like Erythema 
toxicum neonatorum, cradle cap, miliaria etc… 
ERYTHEMA TOXICUM NEONATORUM 
In the present study we had 1.40% of erythema toxicum neonatorum. It will 
present at the time of birth and will subside without any treatment. Sugat A 
Jawade(115 ) had 12.97% of erythema toxicum neonatorum 
CRADLE CAP 
It was present in a single baby less than 1 of age accounting for 25%. 
MILIARIA 
In the present study we had 0.70% cases of miliaria. This is very much less 
compared to other studies. This is due to the climatic conditions prevailing in this 
region. Sardan et al l (110 ) had 5.46 percent cases of miliaria. Sugat A Jawade(115 ) 
found miliaria in 11.45% cases. Kaliaperumal Karthikeyan et al (119) found 4.1% of 
miliaria cases. 
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SUMMARY 
The study was a cross sectional, observational study on 143 children who were 
in the preschool age group whose patient parents/guardians were willing to give the 
informed consent to participate in the study and the data collected were enrolled in the 
study . Following were the findings of the study  
• In the present study we had 33 , 27, 41,24 ,18 cases in the age groups 1 year, 2 years, 3 
years, 4 years, 5 years respectively.  
• The gender distribution showed 82 males and 61 females. In all the age groups males 
dominate and male to female ratio was 1.34: 1 
• The lesions were seen mostly on multiple sites, in 41cases accounting for 28.7% 
• Genitalia was the most commonly involved site in 25 cases accounting for 17.48 % 
followed by face in 24 cases accounting for 16.76 %, then comes the trunk in 13 cases 
accounting for 9.1 %.  
• In the present study in evaluation of the socioeconomic status (KSES) distribution we 
found that lower middle class accounted for most of the cases 61 (42.65 %), followed by 
Upper lower class with 48 cases accounting for 33.56 % of the study. 
• Rural patients comprised 99 cases (69.2 %) and the Urban patients comprised 44 cases 
(30.8%).  
• Pruritis was seen in 88 cases (61.53%) but 30 cases were asymptomatic. and painful 
lesions were seen in 25 cases. 
• Impetigo was the commonest bacterial infection seen in 17 cases (11.88 %).  
• Macule comprised 31 cases (21.7 %), Papules comprised 14 cases (9.85%) , Patch 
comprised 1case (0.7 %) , Plaque comprised 28 cases (19.6 %),Vesicles comprised 8 
cases (5.6 %) , Bulla comprised 7 cases (4.9 %) ,Ulcer comprised 1 cases (0.7 %) , 
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Erythema 27 cases (18.9 %), Pustule 2 cases (1.4 %) , Crusting comprised 11 cases 
(7.7%), Multiple site comprised 13 cases (9.1%). 
• In age group of 1 year, Acquired Inflammatory skin conditions were the commonest and 
seen in 14 cases followed by Developmental skin disorders in 6 cases. Physiological skin 
disorders, Viral infections and fungal infections had four cases each. 
• In age group of 2 years, Acquired Inflammatory skin conditions were the commonest 
and seen in 14 cases followed by fungal infection in 4 cases and bacterial infections in 3 
cases with Developmental skin disorders in 3 cases and viral infection in 2 cases. 
• In age group of 3 years, Acquired Inflammatory skin conditions were the commonest 
and seen in 19 cases followed by Bacterial infection 10 cases and fungal infections in 7 
cases with viral 5 cases. 
• In age of group 4 years, Bacterial infections were the commonest and seen in 7 cases 
followed by acquired Inflammatory skin conditions in 6 cases, fungal infections in 5 
cases, parasitic and viral had 3 cases each. 
• In age group of 5 years, Acquired Inflammatory skin conditions were seen in 5 cases, 
fungal infections were seen in 5 cases followed by Bacterial and viral infections in 3 
cases each , parasitic infestation present in 2 cases . 
• Acquired inflammatory skin conditions were highest in account with 58 cases in which 
diaper rash and Pityriasis alba were seen maximum with 13 cases each (9 percent). This 
conditions present maximum in 3rd year of age with 19 cases (13.28%)  
• The total bacterial infections were seen 27 cases (18.88 percent), on evaluation of the 
type of infection 17 cases (11.88) were impetigo, 3 years had the maximum infections 10 
cases (6.99 percent) 
• Total fungal infections were seen in 23 cases (16.08 %), on evaluating the type of 
infections 12 cases (8.4 %) were candidal intertrigo, 3 and 4 years of age had the 
maximum number of cases with 7 cases and 5 cases respectively . 
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• Total parasitic infections were 5 cases (3.49 %), on evaluation of the type of infections 
all 5 cases were of scabies, 4 years had the maximum infestation by scabies i.e. 3 cases 
(2.1 %) . 
• Physiological skin disorders were exclusively seen in less than a year of age, with 
maximum being erythema toxicum neonatorum which is seen in 2 cases (3.5 %). 
• Among developmental skin disorders, 3 cases (2.09%) of congenital melanocytic nevus, 
3 cases (2.09%) of nevus depigmentosus, 1 case (0.69%) of infantile hemangioma,1 case 
(0.69%) of icthyosis were present. 
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CONCLUSION 
In the present study we came to the following conclusion:- 
a) The data that is collected from the study will help those involved in the health care 
services of our country ,especially to that of Kanyakumari district to identify the 
dermatological needs of the preschool children of the this region in order to plan the 
necessary health care programs . 
b) In this study we also identified the need to educate the mothers and those involved in 
taking care of the child to see to it that adequate hygiene is being done so that skin 
diseases can be prevented . 
c) We also concluded that there is a need to educate mothers regarding the seriousness of 
skin disease and that they present early to the dermatologist as most often we found that 
people sought to home remedy then present to the treating physician at a advanced form 
of the disease.  
d) In our study among parasitic infections ,we came across only scabitic infestations and 
there was a lack of pediculosis infestation because our study was a male preponderance 
one which contradicted from few other studies where there was a female preponderance. 
The other conclusions drawn in the study were  
e) Physiological and developmental skin disorders were more common in newborns and 
infants and these are transient, self -limiting and do not require any form of treatment 
Inflammatory and infectious skin disorders  
f) f. According to Kuppuswamy’s classification of SES the skin diseases were more 
common in low socioeconomic status hence measures can be taken for overall 
improvement of education, job opportunities and socioeconomic status in rural areas so 
that there can be an improvement in the per capita income. .
Limitations & Recommendations 
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LIMITATIONS AND RECOMMENDATIONS 
LIMITATIONS OF THE STUDY 
• The study was conducted at a medical college hospital which is a tertiary care centre 
and the demographic data of the cases studied may not be a representative sample of the 
whole population or a particular region. 
• The short duration of study and the small number of cases in comparison to the disease 
burden are the limitations of this study  
RECOMMENDATIONS OF THE STUDY 
• We recommend that further studies can be done on a larger scale in a population based 
setting 
• It is not enough to only study the prevalence but we need to evaluate the treatment 
modalities which was not done in this study. 
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PROFORMA 
1. .ID No : 
2. AGE : 
3. SEX :       MALE     FEMALE      
4. OCCUPATION : FARMER   
  COOLIE   
  SKILLED LABOURER    
  PROFESSIONAL   
  BUSINESS   
  OTHERS   
5. O.P / IP NO :   
6. DATE : 
7. EDUCATIONAL STATUS:  ILLITERATE   
   SCHOOL LEVEL   
 DEGREE 
 PROFESSIONAL   
8. MONTHLY INCOME       : Less than Rs.10,000   
  Rs. 10,000 – 20,000     
  20,000  - 50,000   
  More than Rs. 50,000  
ADDRESS : URBAN      
  RURAL       
INFORMANT       : 
MAJOR COMPLAINTS: 
1. ITCHING  YES        NO      
2. DURATION: 
SITE: 
3. DISCOLOURATION                  YES        NO      
3. DRYNESS OF SKIN             YES            NO  
4. SCALING                                     YES             NO    
5. OOZING YES              NO         
6. PAIN                                             YES                NO    
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7. BED WETTING YES              NO    
SIMILAR EPISODE IN THE PAST 
     IF YES, WHEN WAS THE LAST EPISODE: 
                   HOW MANY EPISODE IN LAST ONE YEAR DURATION:  
SIMILAR CASES IN FAMILY 
          YES               NO  
SHARING OF FOMITES AMONG FAMILY MEMBERS: 
 YES               NO  
IF YES  (1) TOWEL                
 (2)  FOOT WEAR  
 (3)   CLOTHING    
 (4)   TOILET SOAP  
            (5)   RAZORS              
 (6)  OTHERS – SPECIFY: 
BATHING HABITS 
(1) FREQUENCY OF BATHING :  
 (i) DAILY                                    
   (ii) ON ALTERNATE DAYS  
   (iii) ONCE IN THREE DAYS      
   (iv) WEEKLY ONCE                   
(2) USAGE OF SOAP :                     OTHER 
  
   
LESIONS: 
GENERAL : 
SITE  AFFECTED: 
(1) GROIN             
(2) WAIST AREA     
(3) FACE        
(4) TRUNK   
(5) HANDS   
(6) FEET                                
(7) SCALP                             
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(8) OTHERS                          
DESCRIPTION OF THE LESION : 
MACULE   /  PATCH     /  PAPULE    / PUSTULE    / OTHER  
RING LESION          YES   NO  
SCALING                 YES   NO  
DISCOLOURATION           YES    NO  
 IF YES,  HYPERPIGMENTED     /  HYPOPIGMENTED   
DISCHARGE                       YES   NO  
 IF YES, COLOUR OF DISCHARGE- 
CONSISTENCY  : 
BLOOD STAINED       :  YES   NO  
 FOUL SMELLING       :   YES   NO  
INVESTIGATIONS : 
KOH                : 
CULTURE        : 
DIASCOPY TEST : 
WOODS LAMP : 
TZANCK’S TEST : 
DEMONSTRATION OF THE PARASITE : 
 
FINAL DIAGNOSIS 
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CONSENT FORM 
PART 1 OF 2 
INFORMATION FOR PARTICIPANTS OF THE STUDY 
Dear Volunteers, 
      We welcome you and thank you for your keen interest in participating in this 
research project. Before you participate in this study, it is important for you to 
understand why this research is being carried out. This form will provide you all the 
relevant details of this research. It will explain the nature, the purpose, the benefits, 
the risks, the discomfort, the precautions and the information about how this project 
will be carried out. It is important that you can read and understand the contents of the 
form carefully. This form may contain certain scientific terms and hence, if you have 
any doubts or if you want more information, you are to ask the study personnel or the 
contact person mentioned below before you give your consent and also at any time 
during the entire course of the project. 
 
1. Name of the Principal Investigator :  Dr. Siddhant Sunil Mahajan 
   Postgraduate M.D DVL 
   SMIMS, Kulasekharam 
   Mob:997576206 
   Email: drsiddhantmahajan@gmail.com 
2. Name of the Guide      : Dr. Murugan  S 
   Professor and HOD 
   Department of DVL 
   SMIMS, Kulasekharam 
   Mob No: 9443257994 
3. Name of the co-guide :   Dr. K. Rugmini, DNB 
 Department, place with PIN code      Professor 
   Department of Paediatrics 
   Sree Mookambika Institute of 
   Medical Sciences, Kulasekharam, 
   Kanyakumari District , 
   Tamil Nadu.  
    
4. Institute details with Address :   SMIMS 
  Kulasekharam, 
  Kanyakumari District-629161 
  Tamil Nadu 
5. Title of the study: 
“Clinico-epidemiological profile of dermatological manifestations in preschool going 
children in a tertiary health care centre” 
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6. Background Information: 
The incidence of paediatric dermatoses is showing upward trend gradually and needs 
exist to pay  more attention to this problem. It is higher in rural areas as compared to 
urban areas due to lack of health facilities. 
7. Aims and Objectives: 
To study the clinico epidemiological pattern in dermatological manifestations in pre 
school going children in a tertiary health care centre 
8.  Scientific justification of the study: 
The infants are mostly confined to their household, while preschool children aged one 
to five years are exposed to their neighbourhood. Thus, childhood age may be 
considered as a surrogate marker for environmental risks. Very few number of studies 
has been done in this topic in south Tamil Nadu. 
9. Procedure of the study: 
All patients with valid consent will undergo the following : 
• After getting consent, complete history and thorough clinical examination will be 
done. 
10.Expected risk of the participants: There are no expected adverse events or risks. 
11.Expected Benefits of the Research for the participants: Helps in early diagnosis 
and instituting preventive measures for diseases. The result of study will help gain 
insight into the pattern of various dermatoses among preschool going children. 
12.Maintenance of confidentiality: All data collected for the study will be kept 
confidentially. No personal details will be revealed. 
13. Why have I been chosen to be in this study: To know the disease and its 
treatment  
14. How many people will be in the study : 141 
15. Agreement of compensation to the participants : No 
16. Anticipated prorated payment, if any, to the participants of the study : Nil 
17. Can I withdraw from study at any time during the study period : Yes 
18. If there is any new finding/information, would I be informed : Yes 
19. Expected duration of the participants participation in the study : Single 
visit 
20. Any other pertinent information : No 
21. Whom do I contact for further information: 
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For any study related queries, you are free to contact 
Dr. Siddhant Sunil Mahajan 
Post Graduate – M.D  
Department of Dermatology, Venereology and Leprosy 
Sree Mookambika Institute of Medical Sciences, 
Kulasekharam, Tamil Nadu -629161 
Mobile Number: +919975762206 
e-mail I.D:drsiddhantmahajan@gmail.com 
 
 
Place:                            
Date: 
 
 Signature of Participant
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CONSENT  FORM 
PART 2 OF 2 
PARTICIPANTS CONSENT FORM (0-7 years) 
 
The details of the study have been explained to me in writing and details have been 
fully explained to me. I am aware that the results of the study may not be directly 
beneficial to my child but will help in the advancement of medical sciences. I confirm 
that I have understood the study and had the opportunity to ask questions. I 
understand that my child’s participation in the study is my consent and that I am free 
to withdraw my child at any time, without giving any reasons, without the medical 
care that normally is provided by the hospital being affected. I agree not to restrict the 
use of any data or results that arise from this study provided such a use is only for 
scientific purpose(s). I have given details of the study. I fully consent for my child to 
participate in the study titled “Clinico epidemiological manifestations in preschool 
going children in tertiary health care centre” 
 
  
 
Serial no/Reference no: 
 
Name of the participant:                                                      Address of the 
Participant: 
 
Contact number of the Participant: 
 
                                         Signature/Thumb impression of the participant/Legal 
guardian 
  Witness 
       1. 
       2. 
Date: 
Place: 
 
 
 
 
Appendices 
  
 
KEY TO MASTER CHART 
LOCATION: 
Rural -1 
Urban-2 
 
SYMPTOMS: 
Painful-1 
Pruritic-2 
Asymptomatic-3 
 
TYPE OF LESION: 
Papules-1 
Macule-2 
Nodule-3 
Patch-4 
Plaque-5 
Purpura-6 
Vesicle-7 
Bulla-8  
Ulcer-9 
Erythema-10 
Wheal-11 
Pustule-12 
Erosion-13 
Crusting-14 
Desquamation-15 
Multiple lesions-16 
 
SCALING: 
Absent-1 
Present-2 
 
SITE: 
Face-1 
Upper limbs-2 
Trunk-3 
Lower limbs-4 
Scalp-5 
Genitalia-6 
Multiple sites-7 
Palms-8 
Soles-9 
Mucosa: Eye- 10 
                Genital-11 
                Oral-12 
Nail-13 
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KUPPUSWAMY SOCIOECONOMIC STATUS (KSSES): 
Upper-1 
Upper middle-2 
Lower middle-3 
Upper lower-4 
Lower-5 
 
 
Modified Kuppuswamy socioeconomic scale updated for January 2018 
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1 Ajisha 3 m 2 2 1 7 3 tinea corporis
2 Saikrishna 5 m 1 2 1 7 5 scabies
3 Abiresh 5 m 1 2 1 7 4 papluar urticaria
4 Revathy 5 m 1 3 1 7 4 molluscum contagiosum
5 Jaya 4 F 1 3 2 3 3 tinea versicolar
6 Amruth 4 F 1 2 5 3 4 tinea corporis
7 Aboorva 4 F 1 2 1 2 3 scabies
8 S.J. Asnah 4 m 1 1 1 1 2 insect bite reaction
9 Nantha Kumar 3 m 1 2 1 3 3 chickenpox
10 Lal Krishna 3 m 1 2 1 7 4 chickenpox
11 Madhavan 2 m 1 3 2 3 4 nevus depigmentosus
12 Akshath 2 F 1 2 1 7 3 Insect bite reaction
13 Krishna Kartha 2 m 1 2 2 7 3 papular urticaria
14 Reena 1 F 1 3 2 1 3 pityriasis alba
15 Aaliya 1 m 1 3 2 1 4 pityriasis alba
16 Cyrus Jhon 1 F 1 3 2 1 3 pityriasis alba
17 Sajith 5 m 2 2 1 7 3 scabies
18 Jadano Jhon 5 m 2 2 1 2 3 papluar urticaria
19 Jancy 4 m 2 2 1 7 4 papluar urticaria
20 Aswarth 3 m 2 2 1 7 4 papluar urticaria
21 Siva Theertha 4 F 1 2 8 7 3 impetigo
22 Likil 4 m 1 2 8 7 3 impetigo
23 Joshva 4 m 1 2 14 3 3 impetigo
24 Devijith 3 m 1 3 2 1 4 pityriasis alba
25 Alfa Ahammed 3 F 1 3 2 1 3 pityriasis alba
26 Pranav 3 F 1 3 2 1 4 pityriasis alba
27 Dev Adhithyan 3 F 1 2 2 7 2 papular urticaria
28 Rumana 3 m 1 2 1 7 3 tinea corporis
29 Sabijeesh 3 F 1 2 2 7 4 papluar urticaria
30 Vaishak 2 m 1 3 2 1 4 pityriasis alba
31 Visharth 1 m 2 3 2 3 3 nevus depigmentosus
32 Aafrin Kusho 1 m 2 3 2 1 4 pityriasis alba
33 Tesika 1 m 2 3 2 3 4 nevus depigmentosus
34 Siddarth Babu 1 m 2 3 2 3 2 mongolian spot
35 Dhanusree 5 F 1 2 2 2 2 polymorphous light eruption
36 Anshel 5 F 1 2 5 2 2 polymorphous light eruption
37 Bowjin 5 m 1 3 2 1 3 pityriasis alba
38 Ashik 4 m 1 2 1 7 3 scabies
39 Samsutheen 4 m 1 1 2 4 2 insect bite reaction
40 Arshit 4 m 1 1 2 2 4 insect bite reaction
41 Reshma 1 F 1 3 5 1 5 congenital melanocytic nevus
42 Deepak 1 F 1 2 5 6 4 candidal intertrigo
43 Chandru 1 m 1 2 5 6 4 candidal intertrigo
44 Vadiveswari 1 F 1 2 5 6 3 candidal intertrigo
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45 Rethin 1 m 2 3 5 5 3 cradle cap
46 Tesika 5 m 2 3 2 7 4 tinea versicolar
47 Rekshlin Riya.F 4 m 2 3 2 1 2 pityriasis alba
48 Akash 3 m 2 3 2 3 3 tinea versicolar
49 Agrana 3 m 2 3 2 1 3 pityriasis alba
50 Kiran Chand 2 F 2 3 2 1 3 pityriasis alba
51 Mithra 3 m 1 2 5 6 4 candidal intertrigo
52 Akash 3 F 1 2 5 6 4 candidal intertrigo
53 Reena 2 m 1 2 5 6 4 candidal intertrigo
54 Sruthi 2 m 1 2 5 5 3 seborrhoeic dermatitis
55 Satri 2 F 1 3 5 1 4 congenital melanocytic nevus
56 Jerone 2 F 1 2 5 5 3 seborrhoeic dermatitis
57 Abinanth 2 F 1 2 5 5 2 seborrhoeic dermatitis
58 Harserin 1 F 1 2 5 5 4 seborrhoeic dermatitis
59 Rudra 1 F 1 3 5 1 3 congenital melanocytic nevus
60 Nartha kumar 1 F 1 2 5 6 4 candidal intertrigo
61 Vaishak 2 m 2 2 5 6 4 candidal intertrigo
62 Abiresh 1 F 2 2 5 5 3 seborrhoeic dermatitis
63 Yakshith 1 m 2 2 5 5 2 seborrhoeic dermatitis
64 Rishoni Riya 1 m 2 3 5 4 3 icthyosis
65 Sajith 5 m 1 2 5 3 4 tinea corporis
66 Nitheesh 5 F 1 2 5 4 4 tinea corporis
67 Ananth 4 F 1 2 5 6 4 candidal intertrigo
68 Mahadi.S 3 m 1 2 5 5 4 seborrhoeic dermatitis
69 Adwaith 3 F 1 2 5 5 2 seborrhoeic dermatitis
70 Kala 3 F 1 2 5 5 3 seborrhoeic dermatitis
71 Asilinbona 5 m 1 1 7 4 4 insect bite reaction
72 Balakausalya 4 F 1 3 2 3 4 tinea versicolar
73 Maya 4 m 1 2 7 7 5 papluar urticaria
74 Adheesh 4 m 1 1 7 4 5 insect bite reaction
75 Vishvajith 4 F 1 1 7 7 4 hand-foot mouth disease
76 Mitra 2 m 1 1 7 2 3 insect bite reaction
77 Aldrin Kishor 4 m 2 3 2 1 3 pityriasis alba
78 Akshaya 3 m 2 2 5 3 4 tinea corporis
79 Anantha 3 F 2 2 5 6 3 candidal intertrigo
80 Sanath 2 F 2 2 5 6 3 candidal intertrigo
81 Afi 2 F 1 1 9 2 3 infantile hemangioma
82 Oliviya Joy 3 F 2 2 8 7 4 impetigo
83 Manusree 3 m 2 2 8 3 3 impetigo
84 Agabu 2 F 2 2 8 7 4 impetigo
85 Devi 4 m 1 2 1 7 4 scabies
86 Dhanalekshmi 4 m 1 3 8 1 4 molluscum contagiosum
87 Ajoorin Sharon Raj 3 m 1 2 8 2 4 impetigo
88 Harsith 2 m 1 2 8 7 4 impetigo
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89 Dheeraj 5 m 2 1 7 4 3 insect bite reaction
90 Hexlin 1 m 2 3 7 7 1 miliaria 
91 Akalya 2 m 1 1 10 2 4 insect bite reaction
92 Jason 2 m 1 2 10 6 2 diaper rash
93 Madadev 2 m 1 2 10 6 3 diaper rash
94 Kavin 2 F 1 1 10 7 3 ssss
95 Abishak 2 F 1 2 10 4 4 contact dermatitis
96 Akash 1 F 1 2 10 6 2 diaper rash
97 Axcel Fiona 1 F 1 2 10 1 2 contact dermatitis
98 Akshath 1 m 1 2 10 6 3 diaper rash
99 Dhanusha 1 m 1 2 10 4 5 contact dermatitis
100 Anugraha 1 F 1 2 10 6 2 diaper rash
101 Akalya 1 F 2 2 10 6 2 diaper rash
102 Sajith 3 m 1 2 10 6 3 diaper rash
103 Adidev 3 F 1 2 10 6 3 diaper rash
104 Jenish 3 m 1 2 10 1 3 contact dermatitis
105 Saikrishna 3 m 1 2 10 2 4 contact dermatitis
106 Bethra 3 m 1 2 10 4 3 contact dermatitis
107 Asmitha 3 m 1 2 10 2 3 atopic dermatitis
108 Dhanya 3 m 1 2 10 7 2 atopic dermatitis
109 Dhanalekshmi 3 m 1 2 10 4 3 atopic dermatitis
110 Atna 2 m 1 2 10 6 3 candidal intertrigo
111 Rudra 2 m 1 2 14 7 3 Contact dermatitis
112 Rethesh 1 m 2 1 12 7 2 erythema toxicum neonatorum
113 Abinanth 1 m 2 1 12 7 3 erythema toxicum neonatorum
114 Adheesh 3 F 2 2 10 6 2 diaper rash
115 Mithran 3 F 2 2 10 6 2 diaper rash
116 Anamika 3 F 2 2 10 6 3 diaper rash
117 Gouri nantha 3 F 2 2 10 7 4 atopic dermatitis
118 Bowjin 2 F 2 2 10 1 2 contact dermatitis
119 Devi 2 m 2 2 10 6 2 diaper rash
120 Vagia 1 F 2 2 10 6 4 diaper rash
121 Sreenantha 5 m 2 2 14 7 3 impetigo
122 Agabu 1 m 2 2 14 7 3 impetigo
123 Siddarth sibu 5 F 1 2 14 4 3 impetigo
124 Denish Andrew 5 m 1 2 14 7 2 impetigo
125 Sivatheertha 4 m 1 3 2 7 2 tinea versicolar
126 Satheesh 4 F 1 2 14 2 3 impetigo
127 Nitheesh 3 m 1 2 14 1 2 impetigo
128 Muhammadhu Harijas 3 m 1 2 14 1 3 impetigo
129 Adon B Samuel 3 F 1 2 14 7 2 impetigo
130 Chithra 3 F 1 2 14 7 3 impetigo
131 Titra 1 m 2 1 16 7 3 hand-foot mouth disease
132 Tipna 5 F 1 1 16 1 3 hand-foot mouth disease
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133 Geona mol 4 m 1 2 16 7 2 papluar urticaria
134 Resona 4 F 1 1 16 7 2 hand-foot mouth disease
135 Nineka 3 F 1 1 16 7 4 hand-foot mouth disease
136 Nithi 3 F 1 1 16 7 3 hand-foot mouth disease
137 Amana Shanoka 2 F 1 1 16 7 4 hand-foot mouth disease
138 Araindh 1 F 1 1 16 7 3 hand-foot mouth disease
139 Shafa 1 m 1 1 16 7 4 hand-foot mouth disease
140 Kabil 1 F 1 1 16 7 3 hand-foot mouth disease
141 Likil 5 m 2 1 16 7 4 hand-foot mouth disease
142 Janaki 3 m 2 1 16 7 3 hand-foot mouth disease
143 Sunthara Bai 2 F 2 1 16 7 2 hand-foot mouth disease
